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Abstract
This study aimed at understanding the meaning of health and the help seeking behaviours, pre
and post migration, of refugees who have experienced collective violence in their countries of
origin. An interpretative phenomenological approach with a purposive sample of three men and
three women was used. Prior to migration, the participants’ meaning of health was deeply
influenced by their experience of collective violence, which rendered their embodied experience
of life as non-existent and meaningless. Access to health care was limited by the unavailability of
sound medical infrastructures and lack of finances. Post migration, the perception of their health
and help seeking behaviours continued to be deeply influenced by their past lived experience of
collective violence. Participants call for a system that offers well-established interpretation and
mental health services for refugees who have experienced collective violence in their country of
origin.

\

Keywords: refugees, collective violence, health, help seeking, trauma, health promotion and
mental health services.
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Epigraph
For the innocent men, women and children in various parts of the globe
who are victimized daily and are violently forced out of their homes.

For those battling with the long lasting effects of trauma, induced by the experience of collective
violence, and are fighting to reshape their meaning and purpose in life.
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CHAPTER ONE: COMING TO THE QUESTION
Introduction
Global Violence
In the World Health Organization report on violence (Krug, Dahlberg, Mercy, Zwi, &
Lozano, 2002), Nelson Mandela affirms that “violence thrives in the absence of democracy,
respect for human rights and good governance” (p. 3). He continues by stating that “a culture of
violence” takes root in such societies where “authorities endorse the use of wide spread violence
through their own actions” (p.3). In the report, violence is defined as “the intentional use of
physical force or power, threatened or actual, against oneself, another person, or against a group
or community, that either results in or has a high likelihood of resulting in injury, death,
psychological harm, maldevelopment or deprivation” ( p. 4). The same report identifies violence
within three broad categories. These include self-imposed violence, interpersonal violence with
another individual or a small group of individuals, and collective violence which is directed by
authoritative figures such as states, organized political and terrorist groups.
In many parts of the globe, on a daily basis, “violent conflicts between nations and
groups, state and group terrorism, rape as a weapon of war, the movement of large numbers of
people displaced from their homes, and gang warfare” occur; causing devastating effects in terms
of deaths, physical illness, disabilities and mental anguish (Krug et al., 2002, p. 21). Some of
these countries include Cambodia, the Republic of Columbia, the Democratic Republic of the
Congo, Ethiopia, Mozambique, Rwanda, and Sierra Leone. In the 20th century alone, an
estimated 191 million people have been killed in conflicts—more than half being civilians (Krug
et al., 2002). Currently, an estimated 1.6 million individuals are killed yearly by various forms of

violence (Ray, 2008). Many others are injured in one way or another, especially through the
popular weapon of torture and rape used in wars against civilians. Taken together, victims of
collective violence are left with the long term “physical, psychological and behavioural
consequences of such atrocities including depression and anxiety, suicidal behaviour, alcohol
abuse, and post-traumatic stress disorder” (Krug et al., 2002, p. 22).
Aside from endangering and jeopardizing the lives and health of its victims, collective
violence also forces victims to seek refuge not only in refugee camps but also in many different
parts of the world. Castles (2003) reveals that, since the cold war, there has been a significant
increase in forced migration including refugee flows, asylum seekers, internal displacement and
development-induced displacement. In 2009, the United Nations Refugee Agency reported over
15 million refugees worldwide, choosing mostly Pakistan, Iran, Germany, Tanzania, Canada, the
United States, Yugoslavia, Guinea, Sudan, the Democratic Republic of Congo (DRC) and China
as their host countries (UNHCR, 2010). Many of these individuals endure multiple
displacements and are forced to migrate to the western world as a result of the never-ending
conflict in their home land. Such individuals are referred to as refugees.
Defining Refugees
By definition, a refugee is an individual who:
“Owing to a well-founded fear of being persecuted for reasons of race, religion,
nationality, membership of a particular social group, or political opinion, is outside the
country of his nationality, and is unable to or, owing to such fear, unwilling to avail
himself of the protection of that country; or who, not having a nationality and being
outside the country of his former habitual residence as a result of such events, is unable to
or, owing to such fear, unwilling to return to it” (UNHCR, 1951, p. 16).
This term is sometimes used interchangeably with “asylum seekers”. The UN Refugee Agency
(UNHCR, 2008) distinguishes an asylum seeker as a person, having left their country of origin,
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as waiting for the decision on their application for refugee status. In lay terms, an asylum seeker
is a refugee who has not yet been granted the refugee status by the authorities of the country in
which the individual has sought refuge. Caution should be used when adopting these terms in
line with the word “immigrant”. Whereas an immigrant chooses to move to another country
(Immigrant, 2010), a refugee is forced to flee from their country of origin. The coerced
displacement of individuals from their country of origin is referred to as forced migration or
deracination. In the context of this study, a refugee is defined in terms of the circumstances
surrounding a person’s reason for relocating to Canada as supposed to their immigration status
upon entry to Canada.
It should be noted that there are many challenges associated with being a refugee
(UNHCR, 1995). Before arriving in Canada, many of these individuals would have lived in
refugee camps, in which there are high risks of mortality. Aside from psychological stressors
associated with forced displacement, measles, diarrhoeal diseases, acute respiratory infections,
malaria and malnutrition account for the major causes of morbidity and mortality in this
population (UNHCR, 1995). Some other, more chronic, causes of morbidity include tuberculosis
(TB), vector-borne diseases, sexually transmitted diseases (STDs) including HIV/AIDS,
pregnancy and childbirth complications, and childhood vaccine-preventable disease. These
health issues occur mostly due to the unfavourable living conditions evident in refugee camps.
Such camps are usually overcrowded and thus this facilitates the transmission of infectious
diseases, refugees receive poor nutrition, there’s an inadequate quantity and quality of drinking
water available, the environment is poorly sanitised, and shelters are inadequate (UNHCR,
1995). Taken together, all these factors contribute to the high level of mortality and morbidity
evident within the refugee population, particularly for those who have lived in refugee camps.
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Refugees in Canada
Although “Canada is not among the world’s leading destination for refugees”, the
Canadian government has estimated that over 4 million individuals have immigrated to Canada,
15.4 % of whom were refugees (Citizenship and Immigration Canada [CIC], 2009). With about
10.5 million refugees worldwide, Canada, a dedicated member of the international community
that “helps find solutions to prolonged and emerging refugee situations” has been resettling
approximately 10 to 12 000 refugees every year (Citizenship and Immigration Canada [CIC],
2010). Between December 1st 2008 and December 1st 2009, about 23 000 refugees were granted
permanent residency into Canada (Citizenship and Immigration Canada [CIC], 2009). In Canada,
there are two different types of refugees, depending on their method of arrival (OCASI, 2009).
The term “resettled refugee” identifies persons who, before arrival to Canada, were sponsored by
the government or a private group. These individuals are usually selected for resettlement in
Canada after being in an emergency refugee camp or in an unsafe location. Once in Canada, they
are automatically given permanent residency. On the other hand, there are refugees who make
their way out or flee from their country of origin and, once in Canada, they apply for asylum
through the in-land refugee determination system. Federally, immigration to Canada and
refugees who have been displaced, persecuted and harmed are protected by the “Immigration
and Refugee Protection Act (IRPA) ”, passed in 2001 (Department of Justice Canada, 2011).
Within this Federal legislation and high level legal framework, the Canadian Government lays
out its goals and regulations regarding immigration into Canada (Department of Justice Canada,

2011).
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Statistical figures published by Citizenship and Immigration Canada (2006) have
demonstrated that “not only have the numbers of women immigrants and refugees increased over
the years, the percentage of women settling in Canada as an immigrant usually exceeds that of
men by two to seven per cent” (Guruge & Collins, 2008, p.5). Many newcomer women who are
labelled as “visible minorities” are regarded as “different “and have certain jobs (e.g., a cleaning
lady or a sewing machine operator) (p. 41). Newcomers, particularly women, are said to be more
vulnerable than their male counterparts, a phenomenon that still remains poorly understood, and
have “varying abilities to access mental health services and lobby effectively to receive quality
care for themselves and their families” (Guruge et al., 2008, p. 42). Additionally, recent studies
on violence have shown that, “collective violence, such as war, state repression, torture, and
violent political conflicts, increases risk of various forms of gender-based violence in males”
(Clark, Everson-Rose, Suglia, Btoush, Alonso & Haj-Yahia, 2010, p. 310).
Of the 23 000 people who filed refugee claims in 2009, 62.5% were made in the province
of Ontario alone, with 39.8% making Toronto their home town, followed by 2.1% London
(Citizenship and Immigration Canada [CIC], 2009). In Ontario, “resettled refugees” and refugee
claimants or asylum seekers have different health care coverage. As a “resettled refugee”, one is
granted permanent residency and thus they are eligible for coverage under the Ontario Health
Insurance Plan (OHIP) which entitles them to medically necessary care such as basic and
emergency health care services, and visits to family physicians and specialists (OCASI, 2009).
For more specialized treatments such as chiropractor, physiotherapy, dental services in hospitals
and eye examinations, OHIP partially covers the cost. On the other side of the spectrum, for
refugees who have not yet been given permission to remain in Canada or have not received their
OHIP card yet, Citizenship and Immigration Canada (CIC) may cover them under the Interim
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Federal Health (IFH) Program. With this plan, refugees and refugee claimants are not covered to
the same extent as they would be with OHIP. The IFH plan offers coverage for a period of 12
months only and it covers medical expenses such as “essential and emergency health services,
including immunizations and other vital preventative medical care, contraception, prenatal and
obstetrical care, essential prescription medications, and the immigration medical exam, if one
cannot afford it” (OCASI, 2009, para. 5). The fact that asylum seekers only have access to
emergency health care coverage, even though many of them have developed long-term chronic
co-morbidities as a result of mass torture, has stirred up a lot of debate (Canadian Council for
Refugees, 2005).
The figure mentioned above, of about 14 000 refugees claims made in the province of
Ontario in 2009 (Citizenship and Immigration Canada [CIC], 2009), makes it evident that
Ontario welcomes a significant number of refugees compared to the rest of the country. With
such a high number of refugees in this province, mostly coming from war tom countries such
Afghanistan, Sri Lanka, Pakistan, and Colombia, to name a few (Citizenship and Immigration
Canada [CIC], 2009), it is becoming highly important to understand their health care needs in
order to promote their health through adequate tailoring of health care programs and services.
Demographical Characteristics
Canada’s refugee population is comprised of individuals from various parts of the globe,
speaking numerous languages within distinct cultural backgrounds. The following
demographical descriptors identify refugees in Canada who are 15 years of age or older. The
latest data from 2009 show that, for example, in the province of Ontario the majority of refugees
come from Asia and the Pacific region, accounting for 49% of refugees, followed by 21% from
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Africa and the Middle East, 13.2% from Europe and the United Kingdom and 11.5% and 4.4%
from South America and The United States of America, respectively (Citizenship and
Immigration Canada [CIC], 2009). Among Canada’s refugees, most are within marital and/or
common law partnerships (67.7%) and about 28% are single. A little over one third of these
people (38.3%) have undergone 0 to 9 years of schooling, 27.1% of them have 10 to 12 years of
schooling and close to 10% have either a Non-University Diploma or a Bachelor’s degree
(Citizenship and Immigration Canada [CIC], 2009). In terms of languages spoken, 45.2% of
refugees who have come to Canada in 2009 speak English, 7.1% speak French, about 3% are
bilingual in English and French and close to 40% speak neither English, nor French (Citizenship
and Immigration Canada [CIC], 2009).
The Importance of Health
Within the literature, health is defined in terms of a person’s, group’s or a population’s
state of health, that is, “their state of physical, mental, and social well-being, and not merely the
absence of disease or infirmity” (World Health Organization (WHO), 1948, p.100). In theory, a
person’s overall health can be affected by many factors, which are referred to as the social
determinants of health; these include peace, shelter, education, food, income, sustainable
resources, social justice and equity (WHO, 1986). In order to be in good health, these basic
prerequisites must hold a secure foundation in one’s life.
Health and Health Promoters within the Refugee Context
As health promoters, our primary goal is to “enable people to increase control over, and
to improve, their health” (WHO, 1986, p. 3). Through advocacy for health in order to create
health-deeming conditions, enablement so that individuals can achieve their full health potential,

and mediation between the different professions in society in the pursuit of health, we are better
able to develop and adapt strategies and programs that cater to health needs, taking into account
differing social, cultural and economic systems. As a result, members of our society will benefit
from healthy public policy, more supportive environments, strengthened community actions,
highly developed personal skills, and better targeted health services.
With the rise in collective violence, also known as mass torture, in our global community
in the forms of wars and genocide, it is becoming increasingly important to fully understand and,
in turn, to develop knowledge about refugees who have experienced collective violence for the
health of our global community (Ray, 2008). Although women are recognized as the most
vulnerable gender, it would be more beneficial to gain a broader understanding of the meaning of
health and health seeking behaviours among both male and female refugees who have
experienced collective violence. Therefore, this study focused on the meaning of health and help
seeking behaviours of men and women refugees in Canada who have experienced collective
violence in their home countries.
Background and Significance
As an African-born student who has lived through several wars in my country of origin, the
Democratic Republic of Congo (DRC), and who immigrated to Canada, I can relate to the
hardships associated with loss of personal dignity, loved ones when relocating to a foreign land.
Back in 1997, a group of rebels known as Alliance des forces démocratiques pour la libération
du Congo (ADFL), led by soon to be president Laurent Desire Kabila, attacked and emptied
refugee camps, killing thousands (Médecins Sans Frontière [MSF], 2002). Their goal was to
exterminate or, in some cases, displace all the Rwandan and Burundian refugees living in the

country, so they would go from camp to camp to capture these individuals (most of whom had
already fled). Once they arrived in the capital city, Kinshasa, they searched every house they
could. I was 10 years old during that time. I can remember it being the dry season and it was
colder than usual during those times. We spent months with no running water or electricity; we
had to go fetch our water from rivers located at a 5 to 10km walking distance. In order to
become drinkable, the water had to be boiled in charcoal burners. Business closures forced us to
manage our food conservatively. This meant having only one big meal a day, consisting of rice
and vegetables. I could remember hearing gun shots in the far distance while asleep at night,
praying that I would wake up alive the next day to see my loved ones. Thankfully, I did not lose
any loved ones during this conflict; however it was still very devastating and traumatizing to
hear death/rape stories of people you knew very well.
To date, about 5.8 million people have died from the conflict in eastern DRC. A vast
majority of these deaths have occurred from non-violence related causes such as malaria,
pneumonia, diarrhoea, and malnutrition, which become more prevalent due to the conflict
(United Nations (UN), 2008). Evidence collected by various organizations demonstrate that
mass rape is still very much a weapon of war used by all armed groups, including “security”
forces such as the Forces armées de la République Démocratique du Congo (FARDC), the
country’s army (United States of America [U.S.] Department of State, 2010). According to the
United Nations Population Fund [UNFPA, (2010)], from January to June 2009, 2075 cases of
sexual violence were reported in North Kivu, 834 in South Kivu, and 885 cases in Orientale in
DRC. Since the conflict outbreak in 1998, this war in the DRC is considered to be the deadliest
one after the Second World War (UN, 2008).
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Based on my previous experience and the knowledge that I have acquired of the hardships
associated with experiencing collective violence, I developed an interest in knowing how these
individuals view their health and how they approach health services, when needed. The primary
goal of my study was to explore the meaning of health and help seeking behaviours among
refugees in Canada who have experienced collective violence. This goal addresses a gap in the
current research literature on the meaning of health help seeking behaviours among refugees.
Study Purpose
The main purpose of the study was to develop an in-depth understanding of the meaning of
health and help-seeking behaviours among refugees in Canada who have experienced collective
violence in their home countries. Collective violence is defined in the context of war and/ or
genocide. In defining terms, a war is “a state of usually open and declared armed hostile conflict
between states or nations” (War, 2010) and genocide serves to “kill all members of a certain
group, producing mass deaths” (Ray, 2008, p. 64). As the primary investigator of this study, I
aimed at forging a trusting and respectful relationship with the participants in order to best
capture the meaning and social constructions of their experiences. Rapport between the
participants and myself was attained by my participation in discussion groups concerning war
and its effects, attended by the participants within a respected community agency. It is my hope
that the findings will not only contribute to general knowledge at large but that the understanding
derived from the participants’ lived experience will help inform health care practice and health
care service delivery.
Statement of the Research Questions
The study sought responses to the following primary research question:
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What is the meaning of health and help seeking among refugees living in Canada who have
experienced collective violence in their countries of origin? Additional research questions were
as follows:
1. Please describe your meaning of health before arriving in Canada.
2. What does health mean to you in your current situation?
3. Please describe your experiences of help seeking within the Canadian Health Care System.
4. What are your suggestions for improving help seeking among refugees within the Canadian
health care system?
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CHAPTER TWO: REVIEW OF THE LITERATURE
Search Methods
In order to examine the breadth, that is the extent, range and nature, of research available
in the area of perceived refugee meaning of health and their help seeking behaviours, a scoping
literature review was performed (Anderson, Allen, Peckham & Goodwin, 2008; Grant & Booth,
2009). Most recent literature, precisely from 1995-2010, published in the English language was
reviewed by highlighting key related research findings and by identifying existing gaps and
future research directions. Databases that have facilitated this process include PubMed,
CINHAL, SCOPUS, and Psychlnfo. The search was divided into three specific categories. The
first section of the search aimed at finding literature relating to the health of refugees and their
help seeking behaviours. In the second section, the search was geared towards literature relating
to victims of collective violence. As defined above, collective violence or mass torture involves
a type of victimization that is directed by authoritative figures such as states, organized political
and terrorist groups, manifested through episodes of war, genocide and other related atrocities.
The population focused on is that of men and women (adult) refugees, including refugee
claimants, also known as asylum seekers. The third and final section of the literature search
gathered findings from the grey literature in English and French on refugee health and victims of
mass torture in general from a Canadian perspective.
Using key words such as refugee health, refugee help seeking, refugee health promotion,
a total of 43 articles have been thoroughly reviewed. Additionally, 4 other studies relating to
asylum seekers’ health could not be reviewed as they were published in German (Blochliger,
Junghanss, Herzog, Raeber, Tanner & Hatz, 1998a; Blochliger, Osterwalder, Hatz, Tanner &
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Junghanss, 1998b; Junghanss, 1998). The reviewed articles were mostly American and European
studies. The majority of the literature on refugee health was from the United States (Eisenman,
Gelberg, Liu & Shapiro, 2003; Gordon & Gonzalez, 1998; Marshall, Schell, Elliot, Berthold &
Chun, 2005; Morris, Popper, Rodwell, Brodine & Brouwer, 2009) and the United Kingdom [UK]
(Bhatia & Wallace, 2007; Ehnholt & Yuke, 2006, Heptinstall, Kraj & Lee, 2004; Joels, 2008).
The available literature on refugee health in Canada is quite limited. Of the 43 relevant articles,
less than a third were of investigations conducted in Canada (Berman, Giron & Marroquin, 2006;
Gagnon, Tuck, & Barkun, 2004; Guruge & Khanlou, 2004; Redwood-Campbell, Fowler,
Kaczorowski, Molinaro, Robinson, Howard & Jafarpour, 2003; Redwood-Campbell, Thind,
Howard, Koteles & Kaczorowski, 2008). The following sections and their respective subsections
will highlight major findings in the three categories by which the literature search was divided.
Refugee Health
The main themes that emerged from this first section of the literature search were: 1. The
psychiatric comorbidity & social support of refugees; 2. A focus on either refugees or asylum
seekers, but not both and; 3. Systematic reviews highlighting high inconsistencies concerning the
validity and reliability of health measurement tools for refugees and/or asylum seekers.
The Psychiatric Comorbidity & Social Support of Refugees
In terms of refugee health, many studies assessing the health of refugees revealed that the
experienced trauma was the main impediment to their current health. Of these mental health
issues, depression and post-traumatic stress syndrome (PTSD) were the most prominent (De
Haene, Grietens & Verschueren, 2010; Mollica, Mclnnes, Sarajlic', Lavelle Sarajlic' &
Massagli, 1999; Shwar-Nielsen & Elklit, 2009; Steel, Chey, Silove, Mamane, Bryant & van
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Ommeren, 2009; Toar, Kirsty, O’Brien & Fahey, 2009). De Haene, Grietens and Verschueren
(2010) identified that, at the root of these diagnoses are the pre-flight and post-flight stressors of
war, violent loss, persecution, family separation and cultural uprooting. For the most part,
psychiatric co-morbidity amongst refugees is found to be highly associated with physical
disability, independent of the effects of age, trauma, and overall health (Mollica, Mclnnes,
Sarajlic', Lavelle Sarajlic' & Massagli, 1999). In comparing males’ and females’ self-reported
use of health care, only one study was identified (Gerritsen, Bramsen, Deville, van Willigen,
Hovens, van der Ploeg, 2006). This investigation found that older females were more likely to
contact their General Practitioner (GP) or their medical specialist and to comply with prescribed
medication. The same study found no differences between refugees and asylum seekers in the
self-reported use of health care services.
In relation to help seeking behaviours, Bhatia and Wallace’s (2007) study of refugees and
asylum seekers in the United Kingdom (UK) revealed that individuals without support from
friends, family and refugee agencies have difficulties accessing family doctors due to language
difficulties and lack of knowledge of the required documentation. In the same study, refugees
identified that they would prefer a GP who offered advice rather than prescriptions.
Additionally, it has been observed that among GPs in the UK, there exists a stigma associated
with the health of refugees, and thus this has pushed this population in adopting very poor help
seeking behaviours (Bhatia & Wallace, 2007). These authors suggest that GPs should be better
educated on supporting and providing health care to refugees in order to lead them to more
appropriate help seeking behaviours. Joels (2008) also calls for a better informed general public
to reduce hostility towards asylum seekers. With better informed health care professionals,
policy makers and the general public on the life experiences of asylum seekers or refugees,
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specifically those who have experienced collective violence in their home countries, any
prejudices held against this population may diminish.
A Focus on either Refugees or Asylum Seekers
Within the literature, the terms refugee and asylum seeker are often used either
interchangeably, or by simply focusing on one or the other. A study by Gerritsen et al. (2006)
found that refugees and asylum seekers living in the Netherlands do not differ in their selfreported use of health care services. However, such an investigation as such has yet to be
reproduced in Canada. The same study calls for future research studies to use methods of data
collection other than quantitative administration of surveys, because there currently exists a lack
of coherence amongst studies on the use of questionnaires or quantitative measures surrounding
the measurement of health for victims of mass violence/torture.
Systematic Reviews Highlighting High Inconsistencies
In their critical review of existing instruments, Hollifield, Warner, Lian, Krakow, Jenkins,
Kesler et al. (2002) identified that most articles on refugee health include quantitative data
obtained via instruments with limited or untested validity and reliability in the refugee
population. The authors recommend culturally informed instruments designed for various
refugee groups. In order to formulate such questionnaires, it is important to first understand the
meaning of health and help seeking among refugees. Such an understanding can only be derived
through qualitative studies investigating the lived experiences of refugees within the political and
health care system to which they have moved. Along the same lines, Gordon and Gonzalez
(1998) posit that, as a result of the lack of coherence amongst studies on the use of
questionnaires or quantitative measures surrounding the measurement of health for victims of

collective violence, it would be essential to explore other, innovative, data collection methods
such as qualitative analyses in which these individuals get a chance to voice their stories and any
other concerns they may have.
Victims of Collective Violence
In relation to collective violence, the second section of the literature search, keywords
such as experiencing collective violence, immigrant, and refugee women, were utilized in the
same scientific databases mentioned above. Of the hundreds of search results, only one
particular study had a clear focus on “lived experience”. This was a phenomenological study by
Mukamana and Brysiewcz (2008) aimed to “explore the lived experience of women who were
raped during the 1994 genocide in Rwanda” (p. 379). Rather, the majority of the literature
reviewed seemed to focus on self-imposed or directed and interpersonal violence as supposed to
collective violence (Watts & Zimmerman, 2002; Schraiber, D'Oliviera & Couto, 2006).
Additionally, a large number of studies focused mainly on women, children and young adults as
victims (Berman, 2002, Berman, Giron & Marroquin, 2006; Guruge & Khanlou, 2004; Watts &
Zimmerman, 2002; Schraiber, D'Oliviera & Couto, 2006), as they are identified as one of the
most vulnerable populations in times of conflict. Studies focusing particularly on the lived
experiences of Canada’s newcomers were not found.
Mukamana and Brysiewcz (2008)’s study was carried out in the nation of Rwanda, where
“800, 000 to 1, 000,000 Rwandan men, women and children were slaughtered in the genocide of
the Tutsi minority and the moderate Hutu” (p. 379). In this conflict, rape was used as a weapon
of ridicule and disgrace against Tutsi women and an estimated quarter of a million of them had
been raped (Mukamana & Brysiewcz, 2008). A purposive sample of 7 women, over the age of
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25, was selected from the Association of the Widows of the Genocide of April (AVEGA). Data
were collected via three individual semi-structured interviews, 1 to 2 hours in length, in
Kinyarwanda, one of the official languages in Rwanda. From the data, 8 themes emerged. These
included: trustworthiness, violation by perceived inferiors, loss o f dignity and respect, loss o f
identity, social isolation, loss o f hope fo r the future, the eternal torture o f rape babies, and
developing a sense o f community. This study was limited in that participants were from rural and
urban Rwanda, thus their experiences might socioculturally differ from that of other rape
survivors.
The Canadian Landscape
Of the Canadian studies reviewed, three particular studies revealed more insight into the
topic of interest. The first is a systematic review of questionnaires measuring the health of
resettling women in Canada by Gagnon, Tuck and Barkun (2004). In this study, the health
assessment of refugee women was found to consist of many different factors such as their overall
health, migration factors, infant health and bio psychosocial factors. The authors recommend
that data on questionnaire responses of women should be kept apart from that of men so as to
offer alternatives for quality questionnaire development with resettling refugee women. This
will allow for better targeted development of cultural/gender sensitive health measurement tools.
Also, the authors note that post-migratory experiences remain unexplored as factors related to
women’s health.
In their comparison of the health and adaptation of Kosozars and Czech Roma, RedwoodCampbell, Fowler, Kaczorawski, Molirano, Robinson, Howards et al. (2003) found that these
two populations did not differ. However in comparison to the Ontario population, Kosovars’ and
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Czech Roma’s health and adaptation differed, on the same factors, from that of Ontarians as they
were more likely to report that life is somewhat or very stressful. The authors suggested that
Canada take on a leadership position in the future to critically examine the most effective
methods for optimal settlement and health of refugees in an emergency situation. Although such
a recommendation is valid, it can only be executed if we have a much broader, culturally and
gender sensitive understanding of how refugees in Canada view their health and how they go
about seeking health care. In 2008, some of these authors (Redwood-Campbell et al.) conducted
a study titled “Understanding the Health of Refugee Women in Host Countries: Lessons from the
Kosovar Re-Settlement in Canada.” It was hypothesized that women, in particular, would have
unmet health needs relating to trauma and a lack of health care access after experiencing forced
migration, and the results demonstrated that self-reported cervical and breast cancer screening
rates in their home country were significantly lower than the Canadian time-appropriate rates.
With these findings in mind, I believe that it would be essential to leam the post-migratory help
seeking behaviours of other refugee groups in Canada.
\

The Grey Literature
In the grey literature, there are some reports that have been published regarding violence
prevention and counselling services for victims, especially for women. Some of these include
publications by Le Carrefour des Femmes (Ouimette, 2009) and L’Action Ontarienne contre la
Violence faite aux Femmes [AOcFV] (AOcFV, 2009); all of these are francophone governmentfunded associations. Primarily, these reports highlight issues that women victims of domestic
violence experience. Of remarkable interest, in May of 2009 the francophone television station
TFO, in collaboration with L’Association canadienne-fran^aise de l’Ontario (ACFO) London-
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Sarnia, released a documentary on victims of war and of hate crimes in the city of London. In
this 10 minute video clip, the victims briefly described their stories and elaborated on how
ACFO has helped them through counselling and financial support. The main issues described by
the victims included hardships associated with the resettlement experience, direct and indirect
traumatisation they have endured and continue to deal with, as well as the loneliness experienced
in a new country. Through ACFO, these individuals were able to get the finances necessary for
specialized medical services (i.e. funding for an individual to obtain an $ 8000 prosthesis for his
injured leg), and they felt comforted as they had someone who befriended them and enabled
them to share their story. It has been noted that ACFO is the first association in London, Ontario
to have a program that offers counselling services specifically to victims of war.
Summary of the Gaps in the Literature
In summary, the literature review identified a substantive number of international studies on
the health and help seeking behaviours of refugees who have experienced collective violence
with one-third being Canadian-based. Among these studies, only one applied a
phenomenological approach in order to understand the lived experience (Mukamana &
Brysiewcz, 2008). In terms of health measurement, a lack of coherence in population specific
tools was identified. Additionally, in many of these studies the health of men was omitted as the
studies solely focused on women refugees. In dealing with refugees who have experienced
collective violence, as suggested by the literature, it is first crucially important to understand how
these individuals perceive their health in Canada and how they go about seeking help when in
need of health care services. Such an understanding will provide contextual knowledge on why
this population does or does not approach the health care system and how we can improve things
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in order to fully enable them to access health care services in a comfortable and health promoting
fashion. Due to the amount of physical, mental, and social stress these individuals might have
experienced, it is essential to design our health care system in a way that will enable refugees
who have lived through collective violence to be in tune with their health and to seek and/or
receive the appropriate help when needed.
Statement of the Problem
As indicated by the literature review, there currently exists a limited amount of knowledge on
understanding the meaning of health and help seeking among Canadian refugee men and women
who have experienced collective violence in their home countries. In its executive summary on
public health and violence prevention, the Ontario Public Health Association (2003) states that
current data on violence “reflect its pervasiveness in our society yet they fall short in describing
the effects of violence from a human perspective” (p. 2). Furthermore, the association identifies
that “the limited research available regarding the cost of violence to our society indicates the
staggering effects financially, yet again do not reflect the personal cost and pain to the individual
or society which cannot be calculated” (p. 2). In order to promote health within the refugee
population, it is critical to understand the authoritative societal forces that influence their
resettlement experience as well as the role their previous and/or current perception of their health
and help seeking, influenced by collective violence, play in their current lives.
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CHAPTER THREE: METHODOLOGY
Interpretative Phenomenology
In conducting this study, an interpretative phenomenological approach was used as the
methodological framework. Adopting such an approach better enabled me to accomplish my
goal, which was to “systematically attempt to uncover and describe the structures, the internal
meaning structures” (Van Manen, 1990, p. 10) of my informant’s lived experience and to obtain
essential truths about this phenomenon, grounded in their lived experience (Polit & Hungler,
1997). That being said, this research study did not aim to “explain meanings specific to
particular cultures (ethnography), to certain social groups (sociology), to historical periods
(history), to mental types (psychology), or to an individual’s personal life history (biography)”
(Van Manen, 1990, p. 11). Rather, my goal as a phenomenologist was to portray the meaning of
health and help seeking behaviours as they were and continue to be lived in the participants’
collective everyday existence or their life world.
In practicing Merleau-Ponty’s interpretative phenomenology, my aim was ‘to return to the
things themselves, which is to return to that world which precedes knowledge” (Merleau-Ponty,
1962, p. viii-ix). In other words, the description of the meaning of health given by these refugees
was of the everyday world as it is immediately experienced; “this world is pre-reflective—taking
place before we think about it or put it into language” (Finlay, 2006, p. 187). In Merleau-Ponty’s
philosophical view, people exist in a “pre-given world,” (Sadala & Ardono, 2002, p. 286), in
which their existence consists of the simultaneous process of being bom from and in this never
fully finished world, where they learn about themselves. Within the context of this study, a focus
was placed on understanding the meaning of health and the help seeking behaviours, pre and post
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migration, of refugees living in Canada as beings or ‘historical persons’ who have experienced
collective violence in their home countries. This ‘historical person’ is the body as the perceiving
entity, discovering the world’s stance in a time and place structure, and acting in the world in
which it lives, (Sadala & Ardono, 2002).
Assumptions and Pre-Understandings
Within this methodological standpoint, I was committed to achieving an inter-subjective
understanding of the body, historically situated and relational. As coined by Merleau-Ponty
(1962), this concept renders itself as “being to-the world”, suggesting that human knowledge is
relational, temporal, and present in the world, as opposed to being objective, static, and
independent of the researcher. In this view of the human subject as embodied and the body as a
body-subject, the meaning of health and help seeking behaviours in relation to the experience of
collective violence is understood as a composite and complex whole that is concretely
experienced in the world.
As a constructivist researcher, ontologically, my pre-understandings rest on the tangible
belief that there is not one single truth out there concerning one’s experience of collective
violence. On the contrary, my view of human reality was of multidimensional, constructed and
subjective nature, influenced by situational context as well as my interaction with the informants
(Ponterotto, 2005). The stories provided by each of the participants were taken from a relativist
position, which enabled me to perceive the collected data as holding multiple, apprehendable,
and equally valid realities (Ponterotto, 2005). As a result, multiple interpretations of the data
were expected due to the diversity in the participants’ experiences of the phenomenon (Guba &
Lincoln, 1985).
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Epistemologically, a dualistic relationship between the researcher and the informants was
fostered. As suggested by Ponterotto (2005, p. 131), “constructivists advocate a transactional
and subjective stance that maintains that reality is socially constructed and, therefore, the
dynamic interaction between researcher and participant is central to capturing and describing the
“lived experience” of the participant.” Within this dialectic relationship, through my interaction
and dialogue with the participants, deep insights and understandings of the meaning of health
and help seeking behaviours forged by the experience of collective violence was reached
between the researcher and the participants. Ponterotto (2005) explains this process as a
hermeneutical discovery into the participants’ lived experience, with the researcher and
informants as co-constructors of meaning. From this, the participants’ stories were narrated after
systematically unravelling reoccurring themes from the transcripts (Finlay, 2006).
Selection of Participants
A purposive sample consisting of six male and female participants, in an equal ratio, was
recruited from community agencies that provide counselling for individuals who have
experienced collective violence. Most of the participants were recruited from one particular
agency. Only one of the selected participants (MP) receives counselling from a different
community agency. This female participant had heard of the study through word of mouth and
contacted the researcher as she voluntarily agreed to share her life experience. With the stigma
associated with being a victim in general and specific issues such as rape, participants may be
very reluctant to disclose their life story to a stranger (Mukamana & Brysiewicz, 2008).
Therefore, recruitment was done by agency staff, who were asked to approach clients they
believed might qualify for the study and to set up the first meeting between the researcher and
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the participants. My involvement as a participant in discussion groups organized for those who
have experienced collective violence, within the community agency from which most of the
participants were obtained, enabled the participants to gain trust in me and my work.
In order to be included in this study, these men and women had to be between the ages of
25-70 as this was the age group assumed to be available within community agencies. Study
participants were required to have had first-hand experience with war or genocide in their mid
teens to adulthood (by the time they were at least 15 years old). The age mark of 15 years old
had been selected as the cut off since traumatic events are not well remembered in childhood
(Mukamana & Brysiewicz, 2008). Thus, it would also be more than likely that at the age of 14
or less, participants would not have a reliable memory of their health in traumatic events. It must
be noted that only participants registered at an established community agency, who were already
receiving counselling or had received counselling in the past, were recruited to share their
stories. I had chosen to set this requirement in order to make sure that the participants have, in
fact, been recognized as having experienced collective violence in their life time and that they
\

have available support services.
Moreover, it was required that the informants had been in Canada for a minimum of 3
years. The criteria of having lived in Canada for 3 years was selected to make sure that the
participants had a sufficient amount of time to experience and understand Canadian society
including the health care system. The exclusion criteria of this study included not being a refugee
or a refugee claimant (as defined above), not having been victimized by collective violence in
adulthood, as well as having lived in Canada for less than 3 years. Not speaking or understanding
either English or French also served as an exclusion criterion in this study.
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Dealing with Bilinguistic Data
In cases where participants spoke French more fluently than English and wished to
communicate in French, interviews were conducted in French as I am a bilingual researcher;
fluent in both languages. As I also fluently speak Lingala (a dialect spoken in the DRC),
participants who spoke Lingala were to also be given consideration for inclusion in this study.
However, all of the recruited participants spoke either English or French.
With this in mind, I was fully aware of the many challenges that may arise with the
translation of bilingual or multilinguistic data and the lengthy process that might result (Halai,
2007; Lopez, Figueroa, Connor & Maliski, 2008). In translating, my ultimate goal was to stay as
true as possible to the meaning ascribed to the text by the participants. Particularly, a process
known as transliteration was applied when dealing with words or phrases that could not be
exactly converted to English. Specifically, such words or phrases were replaced accordingly in
order to portray as close as possible the intended meanings of the participant (Halai, 2007). A
certified translator at the community agency from which participants were recruited reviewed the
translation made by the principal investigator to make sure that this goal had been achieved.
Under confidentiality agreement of this study the certified translator signed a consent form, set
out to protect the confidentiality of the participants’ identities and personal stories.
Data Collection Methods
Data were collected via semi-structured interviews, in which the participants were asked
open-ended questions describing their daily experiences in relation to their previous and current
health. Though the researcher had a semi-structured interview guide (see Appendix D), many of
the questions arose as a result of the dialogue with the participant. With each of the six
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participants, one interview was conducted. These interviews varied in length with the longest
being 1 hour and 15 minutes and the shortest being about 25 minutes. The length of the interview
depended upon the complexity of the participants’ story as well as their willingness to fully
disclose their accounts by allowing the researcher to enter into their life world through their
stories.
In order to protect their personal identities, participants were asked to select pseudonyms.
Only one of the six participants (MP) provided a self-chosen pseudonym. The other five
participants advised that they were not afraid to have their real names used in this study.
However, in order to ensure anonymity as prescribed by the ethical standards of this study, I
assigned pseudonyms to the other five participants. Thus, all the names of the participants
mentioned throughout this study are pseudonyms.
All six interviews were recorded using an electronic recorder. Depending on the
participant’s preferred language, interviews were conducted either in English or in French as I
am fluently bilingual in both English and French and also hold a French Minor undergraduate
degree. Half of the interviews conducted were recorded in French with the participants from
Sub-Saharan Africa whose first language is French, and the other half were recorded in English.
These audio files were then uploaded onto a password protected computer and will be
completely destroyed within 6 months of the completion of the study. Although, in
phenomenological research, saturation is never reached (Finlay, 2006), the collection of data
from participants ceased once the primary investigator judged that a sufficient amount of
analyzable information about men and women refugees’ health meaning of health and help
seeking had been captured from the participants’ accounts.
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The Participants
The following paragraphs are intended to give a brief demographical introduction to all
the study participants. The study consisted of three male (Paul, Jack and Peter) and three female
(Jane, Martha and MP) participants aged 25 years or older. Although the demographics
questionnaire (Appendix D) used in this study required participants to select an age range, some
participants provided their exact ages instead of choosing the given ranges. As a result,
participant’s ages have been reported on according to the type of response provided by each
participant, respectively, on the demographics questionnaire.
The participants’ countries of origin represented Sub-Saharan Africa and the Middle East,
the second category of regions from which most newcomers living in Ontario originate
(Citizenship and Immigration Canada [CIC], 2009). Three participants were interviewed in
French (Paul, Jack and Jane) and the other three were interviewed in English (Martha, Peter and
MP). All the participants asked to be interviewed in their homes, except for Jack who requested
to be interviewed at the community centre from which he has been receiving counselling. All the
participants of this study came to Canada in search of the experience of “true” life and freedom
from the constant and persistent suffering as well as the fear of losing their lives at any time and
place. On this basis, though some entered Canada with landed immigrant status, all these
participants are considered refugees since being in their country of origin presented itself as a
threat to their individual lives.
Paul
My first participant, Paul, is a 52 year old male originating from the city of Uvira, located in
the eastern province of Kivu in the Democratic Republic of Congo. His ethnicity traces back to
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the Bashi tribe. By training, he is a tailor who has a Bachelor’s degree from a community college
in the city of Bukavu. After being a refugee in Uganda for two years, Paul was granted residency
in Canada and arrived with his family in June of 2007 with landed immigrant status. Currently,
Paul is an unemployed ESL student, whose primary source of income is Ontario Works, with
*>•

which he supports his wife and 10 children.
Paul’s journey as a refugee began in the rage of the conflicts that Rwandan soldiers had
stirred up in the eastern DRC. He had been asked by a group of Congolese rebels to kill the
Tutsi soldiers (from Rwanda) who were the reason behind these armed conflicts. However, in
his right mind and in obedience to religious teachings, he refused to commit such a crime. As a
respected member of his neighbourhood, Paul was also being accused of brain washing his
neighbours by asking them not to follow the commands of the rebels. Before being captured and
having to leave behind his wife, his children and all that he had owned, Paul and his wife had
both been raped in their own home. After this, the rebels took him to a forest, where he was
thrown in a pit 20 metres deep, full of decomposing cadavers. He was forced to stay in this
smelly and morbid pit for a period of 48 hours. While the rebels were fully asleep after they had
intoxicated themselves, Paul was able to escape into the forest. It took three days for him to find
humans and human habitations. During this time, he spent his nights fully awake on trees in
order to protect himself from being devoured by ferocious animals.
The time spent in the forest had changed his life forever. These events caused him to become
mentally distressed as he found himself alone and empty, without any of his belongings. Little
did he know that, his wife had been able to flee with the children to the city of Kampala, Uganda.
Approximately 3 years later, he was reunited with his family. A few months later, they relocated
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to a refugee camp in the northern Uganda, where their two year long journey together as refugees
began. Paul described life in refugee camps as being atrocious, a place where “people die like
flies” because of poor sanitation, lack of clean drinking water, lack of food and adequate medical
treatment. Though Paul mentioned having suffered with trauma from these events, he is
currently not receiving any counselling.
Jack
The second participant included in this study is also a male originating from sub-Saharan
Africa. Jack is a 66 year old widowed father of four children from the city of Bujumbura in
Burundi. By ethnicity, Jack is a Hima who immigrated to Canada, along with his wife and
children, as a refugee in November of 2004. Jack’s mother tongue is Kirundi and he fluently
speaks French. Due to his lifelong physical disability, Jack is currently unemployed and receives
his income from the Ontario Disability Support Program (ODSP).
For about four years of his life, Jack lived through a period of ethnic conflict in this region.
He explains that they had experienced a lot of trauma from the fear of being killed at any
moment in time by the opposing ethnic group. Even going to seek medical attention presented
itself as a challenge as they had to avoid the conflicts and the crowds on the way to the hospital.
Though he had not been personally attacked during these armed conflicts, the instability and
uncertainties presented by this situation pushed him to find a way to bring his family abroad.
Jack currently receives counselling services from an established community agency in London,
Ontario. He has been left to deal with not only the trauma associated with being a victim of
collective violence, but also with the grief resulting from the death of his wife and living alone.
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Jane
Jane, the first female participant in this study, was the third person to be interviewed. Just as
the first male participant, Jane is from the eastern province of Kivu in the Democratic Republic
of Congo. Ethnically, Jane is a Bembe whose age ranges between 35 and 44 years. In her youth,
she was unable to complete the 1st year of her university studies due to the war that erupted in the
region and she lived through these conflicts for six years of her life. She and her husband,
together with their six children, lived quite a stable and comfortable life in the city of Bukavu
before they were forced to flee from their home country and had to immigrate to Canada as
refugees. Her husband had immigrated to Canada first and lost his life before she arrived with
the children. Jane has been living in Canada with her children since March of 2006. At the
present time, she is an unemployed student and receives the bulk of her income from an
automobile insurance, as a result of a motor vehicle accident she was recently involved in.
Finding herself as a single mom in Canada with six young children has been quite
challenging for Jane. Not only did she have to face the aftermath of collective violence in her
home country, but she also arrived in Canada mourning the loss of her beloved husband. During
the armed conflicts, the rebels broke into her home as they were looking for her husband; who
was a respected intellectual in the city. When they did not find her husband in the house, they
burned both of her forearms and they attacked her so that she would reveal her husband’s
whereabouts. However, she did not tell them because she knew that if they found her husband,
they would kill him. After these horrid events, Jane sought refuge in her Parish, where she was
helped to flee to a neighbouring country, Burundi.
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With the help of her parish community here in Canada she has been able to successfully
rebuild her family life; however she still faces some challenges due to the trauma experienced as
a result of the war and the death of her husband. From time to time, she receives counselling over
the phone from her brother in-law who is an experienced psychologist. Jane highlighted that
with the help of God and the peace He settles in her heart, she is able to better cope and deal with
her daily struggles.
Martha
The second female participant included in this study is Martha, a former social worker
from the city of Gaza in Palestine. Martha is a Muslim between the ages of 35 and 44 and she is
currently married to this study’s fifth participant, Peter, with whom she has four children.
Together, they spent six years in the Palestinian turmoil before seeking refuge in Canada as
landed immigrants. Back home, Martha had a wonderful career, which mainly consisted of
taking care of those who were disabled from the war. Precisely, she was involved in projects
which aimed at enhancing people’s hope in a hopeless time. For the last two years of their lives
in Gaza, Martha worked as a teacher with young children.
Their journey together as a family to Canada began in December of 2006. Martha has
found Canada to be a safe and healthy environment in which people are very supportive and
always willing to reach out to them. Along with the support of her husband, having friends here
and the school system’s support have facilitated her family’s integration process. Despite this,
Martha believes that she still faces certain daily struggles. The experience of trauma is
something she constantly battles with, despite the fact that she is no longer living in a war zone.
She mentioned that although she is in Canada, having family still back home and seeing on the
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television or hearing about what they are going through via the telephone brings her and her
husband back to what they had previously experienced. They feel as if they are still living in
Gaza and are going through the same pain and suffering. During these times, she feels a sense of
guilt for being here in Canada. She said she would have preferred being there with them instead
of having left her family members to die on their own. As far as forgiveness is concerned, she
does not believe she will ever forgive those responsible for stirring up armed conflicts in her
country of origin. However, her biggest hope is that one day there will be no war.
Peter
The third and final male participant is named Peter, Martha’s husband. Peter is a Muslim
Palestinian with a post graduate university education. Back in his home town, Gaza, he worked
for the ministry of foreign affairs and in the theatre industry. Just like his wife, he is between the
ages of 35 and 44 and is the father of four children. Having arrived to Canada in December of
2006 as a landed immigrant, Peter finds himself constantly comparing and contrasting the health
care system in Palestine and the one here in Canada. He suggested that though the system here is
not perfect, it is good and provides for many options. For example, if something was to happen
in the middle of the night, there is an option to call 911 and get the required emergency
assistance. Just as mentioned by his spouse, having family members still in Gaza has been a
difficult journey as it brings them back to what they had previously endured. His biggest hope is
that they could also immigrate to Canada and experience this new, peaceful lifestyle they have
come to know here.
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MP
The final and youngest participant included in this study is MP, a single, never married,
mother of a baby boy. MP is in her late 20s and is originally from Sudan and belongs to the Bari
tribe. She immigrated to Canada all by herself as a refugee in September of 2004. Currently, she
is an employed college graduate and has already become a Canadian citizen.
The most traumatic journey of her life began when she was 8 years old. As their home in
Sudan had been completely destroyed, she and her family were forced to relocate due to the
armed conflicts. At the age of 5, she lost her mother and lived with her father and stepmother.
However while running away during the war, everyone was dispersed, and she was separated
from them and other relatives and friends. MP fled the armed conflicts by herself, following
neighbours to seek refuge in Uganda. MP’s journey presented itself with many challenges.
To summarize, the six participants’ experience of collective violence can be characterized
for the most part by geographical location and the basis for the conflicts. The six participants
experienced various forms of collective violence including physical attacks, rape, kidnapping,
armed conflicts on the streets, and bombardments. Within this, two of the six participants, a male
and a female both originating from the province of Kivu in the DRC, experienced physical and
sexual abuse.
Data Analysis
Van Manen (1997b) offers six interactive approaches for interpretative phenomenological
inquiry and analysis of the data: 1. orienting oneself to the phenomenon of interest and
explicating assumptions and pre- understandings; 2. investigating experiences as lived through
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conversational interviews rather than as we conceptualize it; 3. reflecting upon and conducting
thematic analysis which characterize the phenomenon and interpreting through conversations; 4.
describing the phenomenon through the art of writing and re-writing (re-thinking, re-flecting, re
cognizing) which aims at creating depthful writing; 5. maintaining a strong and oriented relation
to the fundamental question about the phenomenon; and 6. balancing the research context by
considering parts and wholes. These six practical interactive approaches served as signposts
along the way in my phenomenological journey towards understanding the meaning of health
and help seeking among the refugee population. The data collection and analysis processes
occurred simultaneously. The recorded files’ transcripts were analyzed verbatim. In assisting the
researcher to sort out the transcripts, a table was created on Microsoft Excel. Data collected in
French were transcribed and analyzed in the original language. The obtained themes and
excerpts were then translated in the English language by the primary investigator. My translation
was verified by a certified translator from a francophone community agency in London, Ontario.
The emerging themes were reflected upon throughout the research process according to
the four existentials outlined by Merleau-Ponty (Van Manen, 1990): 1. spatiality (lived space),
2. corporeality (lived body), 3. temporality (lived time), and 4. communality (lived human
relation). Understanding the realities of the informants’ lives by reflecting on the existentials
certainly allowed the findings to be grounded on “the fundamental lifeworld themes which
probably pervade the lifeworlds of all human beings, regardless of their historical, cultural or
social situatedness” (Van Manen, 1990, p. 101). Essentially, the data were analysed through
systematic readings of the transcript to identify recurrent themes, then by capturing the emergent
themes in writing, and lastly by pulling the participants’ stories together to form a narrative
(Finlay, 2006).
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Lifeworld Existentials
The following section serves to provide a description of Merleau-Ponty’s existentials,
which are foundational to interpreting the findings obtained from the participants’ accounts of
their lived experience within the established methodological framework. The aforementioned
existentials (spatiality, corporality, temporality and communality) are considered as fundamental
to the structure by which the participants’ experience the world, in that any lived experience can
be reflected upon in relation to these four lifeworld existentials (Merleau-Ponty, 1962).
Lived body (corporeality)
The first lifeworld existential to be discussed is that of human beings experiencing the
world in a lived body or corporeality. This existential, as established by Merleau-Ponty, holds
that we are always corporal in our existence in the world (Van Manen, 1990). In our contact
with others, it is first through the body that we meet one another. In such a bodily encounter,
though not always willingly, in spite of ourselves we simultaneously reveal and conceal certain
aspects of ourselves (Van Manen, 1990). For example, though in their body a person may be
feeling sad and distressed, the outward appearance of this given body may suggest to others that
they are a happy and relaxed person. And thus, when our body is objectified by another person,
its modality may either lose its naturalness or become enhanced (Van Manen, 1990). So as I
write this text, I “envision” myself as a junior scholar and thus I embody this scholarship through
the structure and thoroughness I ascribe to my text. However from the embodied perspective of
those reviewing this text, depending on their scholarship, the quality of this text may be
perceived differently. And thus, the lived body by which humans experience the world is said to
be both transcendent and imminent, in that we know transcendent things exist because we can
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see, and hear them, but yet we only fully experience these things from the perspective of our own
body and not in their absolute wholeness and totality (Merleau-Ponty, 1962). And thus, over
time, this lived body perpetually incarnates itself both ontologically and epistemologically
(Merleau-Ponty, 1962).
Lived space (spatiality)
In interpretive phenomenological research, lived space, also known as spatiality, refers to
an individual’s body’s felt space (Van Manen, 1990). Though this experience is not pre-reflexed
and is difficult to be put into words; we know that the space in which we are situated has an
effect on how we feel as beings within a body. For example, the lived space in our homes allows
for “a very special space experience which has something to do with the fundamental sense of
being”, in this “home has been described as that secure inner sanctity where we can feel
protected , it is where we can be what we are” (Van Manen, 1990, p. 102). My present embodied
experience of lived space as I am writing this text is a cozy feeling, at the comfort of my own
desk, which I am free to manipulate and arrange at my own liking and convenience. Within one’s
lived space, there is a duality of inner and outer space. As written by Merleau-Ponty (1962):
“We have said that space is existential; we might just as well have said that existence is
spatial, that is, that through an inner necessity, it opens on to an ‘outside’, so that one can
speak of a mental space and a world of meanings and objects of though, which are
constituted in terms of those meanings” (p, 342).
In summary, Van Manen (1990) concludes that lived space or a person’s embodied
experience of spaciality is experienced in relation to the world or landscape in which human
beings move and find themselves most comfortable or at home. Not only does this lived space
enable us to “uncover more fundamental meaning dimensions of lived life” (p. 103), it is also set
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as “a category for inquiring into the ways we experience the affairs of our day to day existence”
(p. 103) within a given space.
Lived time (temporality)
In relation to the existential of temporality, or lived time, time becomes a subjective
entity, as opposed to clock or objective time (Merleau-Ponty, 1962). The speed of this lived time
is perceived in terms of the meaning a given experience brings to an individual’s sense of being
in the world, such as “the time that speeds up when we enjoy ourselves or slows down when we
are anxious” (Van Manen, 1990, 104). Within my personal lived time through the experience of
writing this text in relation to the deadlines I have established for its completion, subjectively I
feel as if time is going very fast. This sense of temporality is being established with regards to
the amount of text I have produced within a given section over the time indicated by the
objective clock. In addition, a person’s temporal way of being in the world or their temporal
landscape is also framed by the temporal dimensions consisting of the past, the present and the
future (Van Manen, 1990). In our evolution as beings, through time, our past experiences or
memories may either become mere traces or carry over into our present, laying forth a certain
notion to the future.
Lived human relation (communality)
The final lifeworld existential to be characterized is that of communality or lived human
relation. The lived human relation existential carries the notion that we as corporeal beings share
an interpersonal space with others in the world (Van Manen, 1990). Our encounter with others
occurs in a corporeal way, through a bodily greeting (handshake or hug) or by getting a first
impression of them through their physical appearance. For example, when we indirectly hear of a
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person, in our perception of this person’s appearance, we usually ascribe a bodily appearance to
them (Van Manen, 1990). In our bodily interactions we are able to engage in conversational
exchanges with others, enabling us to transcend ourselves and feel as members of a social or
communal group. Such communality with other beings, in the grand scheme of things, is usually
sought by individuals in their lifeworlds as it provides for “a sense of purpose in life,
meaningfulness, grounds for living, as in the religious experience of the absolute Other, God”
(Van Manen, 1990, p. 105).
In closing, these four existentials of lived body, space, time and human relation can be
distinguished amongst one another, but cannot be separated (Van Manen, 1990). Within our
existence, any one experience is always lived in the context of our body, enclosed within a given
space, occurring in a temporal landscape within the boundaries of the past, present and future, in
which human relations are central to our embodied meaning and purpose for living. In the
context of a particular phenomenon, a person’s lived experience through these four existentials
provides for the complete meaning of the phenomenon from their perspective or lifeworlds.
s
Establishing Authenticity
In qualitative research, the basis of the paradigmatic underpinnings of the research, or in
other words the adopted methodological stances, determine the criteria used to assess the quality
of the inquiry (Morrow, 2005). As an interpretive phenomenologist, my assumptions (as
previously mentioned) are that there exist “multiple, intangible mental constructions, socially
and experientially based, local and specific in nature” (Guba & Lincoln, 1994, p. 110), and that
the researcher and the participants are “interactively linked so that the ‘findings’ are literally
created as the investigation proceeds” (Guba & Lincoln, 1994, p. 110). Therefore, I have chosen

to judge the processes and outcomes of my constructivist inquiry, rather than assessing the
application of the methods, by using Guba & Lincoln’s (1994) authenticity criteria, which are
structured around the constructivist paradigm (Lincoln & Guba, 2003).
As explained by Lincoln & Guba (2003) and Seale (1999), these authenticity criteria are
comprised of the fairness, ontological authenticity, catalytic authenticity, tactical authenticity
and educative authenticity of the research findings. Lincoln and Guba (2003) suggest that these
authenticity criteria, which are used to evaluate what they call “naturalistic inquiry”, were
developed and established as an attempt to move away from concerns transmitted by
conventional, positivist quality criteria, in which objectivity is central. The following
subsections provide an introduction to each of the five authenticity criteria, accompanied by an
explanation as to how they were ensured and accounted for in this study.
Fairness
The first authenticity criterion, fairness, refers to the researcher’s ability to fully capture a
wide range of different realities, values and belief systems (Lincoln & Guba, 1986; Seale, 1999).
Within this study, such a criterion was ensured through, first, the selection of participants. The
researcher aimed at having an equal partition of male and female participants in order to make
sure that the data will provide for a fair representation of both genders. Second, participants
from different countries and sociocultural backgrounds were recruited. In this, the continents
represented were Sub-Saharan Africa and the Middle East, which are among the regions most
affected by collective violence. Within Sub-Saharan Africa, three different countries were
represented; these include Burundi, the DRC and Sudan. In light of representation of
participants being fluent in varying languages, the participants were given the choice to either
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express themselves in English, French or Lingala, depending on the language they were most
fluent in. In this, half of the participants were interviewed in English and the other half in French,
thus allowing for a diverse selection of participants and a rich collection of the lived experiences
of participants from diverse socio-cultural backgrounds and belief systems. Lastly, within the
research findings, all of the participants’ voices within the various themes generated were
included in a balanced fashion. The views and concerns of no one participant were favoured in
relation to another’s, but rather participants’ narratives were included on the basis of the richness
of the provided meanings and descriptions in relation to the theme being explained.
Ontological Authenticity
The second authenticity criterion, ontological authenticity, focuses on the researcher’s
ability to help informants in creating “more sophisticated understandings of the phenomenon
being studied” (Seale, 1999, p. 469). Through the dialectic relationship that was established
between the researcher and the participants, the conversations that arose allowed the participants
to reflect on new ways of perceiving their meaning of health and help seeking behaviours as a
result of their experience of collective violence. Particularly, one of the participants mentioned
that in talking about the meaning of health in relation to having experienced collective violence
she realized a shift in the meaning of health for her. She came to the conclusion that, for
individuals who have experienced collective violence, the most important aspect of their health
that must be considered is the mental or psychological aspect, as it is the area that is mostly
influenced and disrupted.
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Educative Authenticity
The third authenticity criterion consists of the study’s ability to help informants
appreciate each other’s views and/ or their experiences, by raising awareness through their
interviews about those in their present community who have also experienced collective violence
in their countries of origin (Lincoln & Guba, 2003; Seale, 1999). First, in ensuring the
authenticity of the research findings, a thorough revision and discussion of the results were
undertaken by the members of the primary research team which included the thesis supervisor, as
well as the research committee members. Finlay (2006) suggests that in phenomenological
research, creating authenticity refers to bringing the findings back to the participants and
allowing them to approve or disapprove that the coded themes fully reflect their given accounts.
Therefore, participants were asked to voluntarily meet with the researcher at a mutually
convenient time and location, after the data had been analysed, for verification of both the
overall findings of the study and of the thematic analysis of their particular interview (Finlay,
2006). On this, only three of the six study participants were available to meet with me. Such a
process allowed the participants to not only learn and appreciate how or if the findings accurately
reflected their own lived experience but also that of other participants included in this study,
whose accounts were based from varying lifeworlds.
Catalytic Authenticity
The fourth authenticity criterion focuses on the study’s ability to have stimulated some
form of action among participants (Lincoln & Guba, 2003; Seale, 1999). Within the findings,
participants proposed a few changes to the health care system in Ontario and Canada at large, in
order to ensure that the needs of refugees who have experienced collective violence are
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adequately met. Participants mentioned that such actions will not only optimize the health
outcomes of these individuals, but will also enable the Canadian government to save a great deal
of money and avoid future problems. On a similar note, among the male participants, Paul
suggested that the change needed is not here in Canada. He highlighted that speaking about his
experience of collective violence enabled him to realize that action should be taken to persuade
the Canadian government, as well as the governments of other western countries, to impose their
influence on the government in his home country in order to put an end to the wars and violent
crimes that are still currently taking place. He suggested that such an action would lower the
number of people needing to resettle in Canada as refugees, and thus reduce the expenditures of
the Canadian government in relation to issues surrounding resettlement.
Tactical Authenticity
The last authenticity criterion evaluates the study’s ability to have empowered
participants to be involved in some form of social or political action (Lincoln & Guba, 2003;
Seale, 1999). In the context of this study, this last authenticity criterion was not a central tenet,
as it is more aligned with the critical theorist paradigm (Lincoln & Guba, 2003). As an
interpretive phenomenologist my intent was to enrich and deepen my understanding as well as
the participants’ understanding of their lived experience (Van Manen, 1990), rather than their
involvement in some form of social or political action. The empowerment of research
participants for the purposes of stimulating positive social change and community action fits the
nature of critical theorist action, action research, or participation/cooperative inquiry (Lincoln &
Guba, 2003).
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However, the interview process employed in this research, in and of itself, was found to
be empowering for some of the participants as it provided them with the opportunity to openly
share their story. The first, one of the female participants, Martha, mentioned that as a result of
the interview she felt more empowered to advocate for more centers offering counselling to those
->*

who have experienced collective violence and to participate within these centers as a peer
volunteer. She recognized that even though some individuals may have suffered worse forms of
victimization in their experience of collective violence in comparison to her, she believed that
because she has had similar experiences, she will be better positioned and well-trusted to assist
them in coping with an array of issues. Similarly, another female participant, MP, discovered the
therapeutic nature of the interview I had with her. She mentioned that it empowered her to
openly tell her story and to seek the help she needs to overcome what she hasn’t been able to
fully come to grips with for the majority of her life. She also proposed that she would be willing
to meet those with similar experiences in order to promote a trusting and caring environment
where by these individuals are enabled to openly and effectively share their experiences.
Throughout this study, these five authenticity criteria were simply used as “guidelines” in
order to evaluate whether or not the processes and outcomes employed in this study deemed the
work to be of good quality. It must be noted that, within the scope of this study, the mentioned
authenticity criteria did not serve as a quality criteria prescribed by methodological rules in an
attempt to accomplish a certain philosophical or methodological agenda (Seale, 1999).
Regarding the evaluation of quality in qualitative research, I would agree with Seale (2002,
p. 108) who affirms that “quality is elusive, but we often know, we feel it when we see it.”
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Ethics Approval
Informed Consent
In compliance with the ethics guidelines of the University of Western Ontario Ethics
Review Board, informed consent was sought from the informants by means of a letter of
information (Appendix B) explaining the goals and objectives of the study. After being
informed about the study by the agency representative via the poster (Appendix A) and
agreeing to potentially participate in the study, I personally met with potential participants and
reviewed the letter of information (Appendix B) before obtaining a signed informed consent
(Appendix C). The goals, objectives, risks and benefits of participating in the study as
explained in the letter of information (Appendix B) were disclosed to the participants.
Throughout the study, process consent was also sought. In this, informants were advised that
they were free to withdraw from the study at any point in time if they felt they no longer wished
to be a part of the study. Additionally, if they felt incapable of answering a particular question,
they were advised to refuse to respond. Informed consent was sought from the agency
representatives who informed their clients about participation in the study (Appendix C).
Similarly, the certified translator was also required to sign a confidentiality agreement
(Appendix C).
Anonymity and Confidentiality of Refugees
In order to protect the identities of the participants who have shared their lived
experiences in this study, anonymity and confidentiality have been insured. Participants were
informed that the raw data would only be accessible by the researcher as well as the other
members of the research team. They were reassured that their particular counsellor at the
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community centre would not have access to the interview material. Participants’ names have not
been included in the study in reference to their narratives; instead pseudonyms have been used to
protect their identities. If the obtained data are deemed useful for other research, the
participants’ consent for such use will be re-obtained. Consent forms, audio files and transcripts
will be destroyed within six months of full completion of the study.
Ethical Sensitivity
The major risk associated with this research study included the potential to re-live the
unpleasant experiences associated with being a victim of collective violence, especially as one
gives an account of past events, feelings and circumstances. As a way to offset this possible risk,
participants were asked if they wished to consult a counsellor following the interviews in order
to ensure that questions asked about their health as influenced by collective violence do not
cause any adverse events. Though the study involved individuals who have experienced
violence, this criteria served as a contextual factor, as the research questions of the study were
primarily focused on health and help seeking behaviours. During the interviews, only one
participant had a full blown emotional outburst. I advised her that she did not have to talk about
the scene that happened in her home when she was being victimized. The participant was asked
if she wanted to skip that particular question or to end the interview, but she declined these
suggestions. By the end of the interview, she noticed that talking enabled her to come to terms
with her experiences and to better cope with the pain it left in her.
Another participant described the interview as therapeutic as it gave her a sense of relief
and empowerment. She explained that she felt the interview made a difference in her. Knowing
that she was talking about her experiences with collective violence without any difficulty
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enabled her to feel free, peaceful, secure, and to have assurance. She emphasized that having
someone attentively listening to her talk about what is deeply rooted in her was both reassuring
and a healing process. Being asked the type of questions that arose during the interview, in light
of what she has gone through, enabled her to talk more and unobstructedly express herself. Our
interaction was deemed to be therapeutic as it enabled this participant to realize that what she
needed to be fully healed required a trusting therapeutic relationship. Therefore, it could be
concluded that this research study was ethical in its conduct and respectful of its participants’
lives and identities.

s
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CHAPTER FOUR: THE FINDINGS
Eight themes emerged from the analysis of the meaning of health and help seeking
behaviours among refugees pre and post migration to Canada. The first four themes were
generated in relation to the participants’ meaning of health and help seeking behaviours pre
migration and they include: 1. Health under the Constant Threat of Death; 2. Health as Constant
Suffering with the Instability and Imbalances of Collective Violence; 3. Health in the Shadow of
Trauma: The Inception of the Cancerous Cell; 4. Help Seeking as a Restricted Option.
Concerning the participants’ meaning of health and help seeking behaviours post-migration, four
other themes were obtained, including: 1. Health as Freedom from the Constant Suffering of
Collective Violence; 2. Health as Living with the Invisible Wound of Trauma; 3. Help Seeking
Options as Imperfect but Fair; 4. Uncovering the Wound and Seeking Help.
The participants’ pre migration meaning of health and help seeking behaviours will be
followed by a discussion of their post migration meaning of health and help seeking behaviours.
The excerpts from the participants’ respective interviews are succeeded by a mediated
phenomenological description that builds towards a structured thematic analysis that takes us
deeper and further into understanding their experience with reference to the aforementioned
lifeworld existentials. Suggestions for improving help seeking behaviours among refugees
within the Canadian health care system from the perspective of the participants are also
discussed within this section.
Within the thematic analysis, in some cases, poems have been used to provide eloquent
images that enable the reader to better apprehend the intended meaning and interpretations of
specific themes (Bachelard, 1964). As discussed by Van Manen (1998a), the use of literary
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sources in interpretive phenomenological research enables the phenomenologist to portray
human experiences and distinct worlds not normally experienced. Particularly, non-fiction or
fictional poetry “serves as a fountain of experiences to which the phenomenologist may turn to
increase practical insights” (Van Manen, 1997a, p.70). With the four lifeworld existentials being
preverbal and sometimes hard to describe, the special language of novels and poetry or the
suggestive effect of story and anecdote are required to complete the phenomenologist’s work
(van Manen, 1997a; van Manen 1998). Essentially, poetry and novels play a significant role in
showing, presenting, and clarifying meaning felt and grasped at the core of our individual beings,
(Gadamer, 1996).
Pre Migration: The Meaning of Health and Help Seeking
Health under the Constant Threat of Death
The participants’ meaning of health and help seeking was deeply influenced by the
experience of collective violence in which they found themselves. Living in places that had been
massively destroyed by war and bombardments meant that the quality of their health was under
the constant threat of imminent death and thus, help seeking merely became an impossible
endeavour. The experience of collective violence reveals itself as an extremely complex and life
changing situation in which individuals find life as non-existent, meaningless, and worthless.
No Life
Martha, the Palestinian female, expressed that there was no life when all they were
surrounded by was death and the fear of dying at any moment:
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"It was unsafe because you know; everything you see is death, every day, every
moment. Like you can't live, because almost every moment you feel like you can
die, you or your children, your husband, and the people around you. This is
because of the bombers, it's like anytime you can feel the bomb, you can hear,
you can see and while driving on a road a bomb could drop anytime."
Within this account, Martha provided a description of her embodied experience in the lived
space she found herself in relation to lived time and the human relations of her lifeworld. Such a
space is one that lacked the boundaries of safety and, as a result, death of the body became a
constant threat within it. Even what she called “home” became a place where her life was
endangered, similar to being in an open unknown space. In relation to her communality with her
children, her husband and those who were around her as bodily beings, with whom she shared
this unsafe lived space, she also faced the threat of being alienated from them at any moment.
The thought of becoming a stranded lived body, lacking the communal support from her family
and friends in such a dangerous lived space, intensified the feelings of fear and gave birth to a
sense of living a purposeless life.
In celebration of the 50th Anniversary of the United Nation’s Declaration of Human
Rights, Agosin (1998), a poet and a human rights activist prepared a collection of poems, in the
book “An Absence of Shadows” covering people’s experiences in times of war and torture. In
the poem Misty letters she portrays one’s communality with death when it had become an ever
present threat in one’s life:
Misty letters
.. .How many times do I talk with my dead?
And their hands are rough and wrinkled, and I ask them
things and their faces are a memory of sorrows, and the night
threatens us in its tempestuous fall, but I talk with
my dead which perhaps are yours, and I cover them, saturate
them with my silent sorrow and with my tear-drenched eyes.
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I always bid farewell to that body,
to those eyes that seem like a river
of silence.
And this is how I learn to tell them things,
to promise them a blossoming, flowery garden,
a history, a beginning, a promise,
and it is so incredible how I love this dead one, who is not mine,
who is not a cadaver either, but a waterfall, a dialogue,
a shore to be crossed.
As death is all they are surrounded by, those who experience collective violence enter into a
relationship with death, making their lived body, which is a symbol of life, non-existent. Death
is seen as something the future holds, a place they will dwell in a future lived time. As a river of
silence, the numerous dead cannot speak for themselves; neither can those who are alive as they
also wait to become one with the dead.
Death as the best alternative
In the following account, Martha further elaborates on why a purpose for living is also
lost in such conditions and one prefers to die than to live and endure these sufferings:
"There is no life; there is no life like this. People would rather die than live,
because they had nothing to live for, life was nothing, meaningless. So we don't
care if we die. There is no life, there is no life. So live for what? You see, like
there you see people dying every day, you know...the buildings destroyed every
day, every day there is something. Every day, every moment, you know. So we
felt that, I felt that too. You know, like oh my God...sometimes I pray to God
like, if one day a bomb comes and destroys our building, like one time, I will die
one time. You see, like because the life that you live makes you feel that way and
say that.”
As a lived body in this treacherous lived space, Martha’s temporal landscape was disrupted due
to the eventuality of a bomb dropping on them at any given time. The idea of a future was hard
to envision and was embraced with a fear of the unknown, the fear of having her lived body
abolished in the time to come, becoming one with the dead.
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In his book “Traumatic Verses”, Nader (2007) compiled a series of poetic verses by Jews
who were imprisoned and persecuted in concentration camps in Auschwitz, German. These
accounts were originally written in German but were later translated to English. In this book, the
poem titled Hunger refers to Georg von Boris’ desire to die rather than live in the midst of
collective violence and the suffering it brought in and through his lived body:
Hunger
Six days without bread.
Death rides
Through the rows.
The desperate scream:
Please take me, do!
And he says calmly:
Wait a little.
We cannot grasp that.
Death lets us live,
That’s just it...
In the lifeworld of those who experience collective violence, the existence of the lived
body becomes not only meaningless but also unwanted. Nader (2007) explains that in this poem,
the seventh day is looked upon as a day of rest, as per the Jewish tradition. Death is looked
forward to as a liberating event for the lived body which is placed under tremendous starvation.
Through its communality with death, the lived body asks death to “take him” as the act of living
as a body in such a world becomes unfitting and undesirable.
A worthless lived body
Within the experience of collective violence, not only is life non-existent and unwanted
for, but in their embodied experience, there is a dichotomous feeling of being both a living and a
dead corporeal being. The participants experienced a sense of powerlessness in the face of their
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persecutors and felt as though they had been reduced to nothing; that is their lived body was a
dying worthless entity in and of itself.
Paul described the experience of his lived body as a worthless entity when comparing
who he was and what his lived body possessed in relation to his past lived time. After being able
to successfully escape from the rebels in the forest in which he was held captive for three
months, Paul found himself empty, without his family, his possessions, shoes or any clean
clothes. He then realized how worthless he had become, and how his life had been reduced to a
sense of nothingness:
"So at that point in the forest, I was really deteriorated, dressed in rags, was dirty,
smelly, with no shoes. Me who used to sell nice shoes and professionally tailored
clothing was really reduced to nothing."
In a time when all one is left with is stripped clothing, the lived body loses its sense of
honour and identity in relation to its lived human relation with others. Nader (2007) shares a
narrative of an individual who describes his cloak as his highest form of honour, as it is their
only possession that is able to cover up the immense pain and wounds the physical lived body
has suffered from.
Stripped Cloak
.. .Stripped cloak, striped cloak,
you are my highest honour cloak,
because what I suffered, the immense pain
makes you infinitely larger. As described in the case of Paul, Martha’s embodiment felt worthless in relation to a
previous lived time, in which she felt more valuable than what she is currently experiencing in
her lived space. In her own words, Martha described her embodied experience of worthlessness
as follows:
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“When we lived in this situation you know, you feel like you’re nothing, you
know you are nothing. Something like you are very cheap. I felt like I was
nothing."
Within the theme of health under the constant threat of death, the participants vividly
portray the meanings they attached to their lived body in relation to the space, their time
landscape, and the lived human relations surrounding them. In this lived space, what the
participants call “life” becomes non-existent and meaningless as the circumstances do not allow
for an environment that is life giving, but rather life taking. In this, death is preferred to life as it
is seen as a hope and rest from the sufferings of collective violence. Under the constant threat of
death while living in the midst of collective violence, the participants struggled to provide a
meaning for health as the very existence of their lived body was put in jeopardy in relation to
lived time, space, and relations.
Health as Constant Suffering with the Instability and Imbalances of Collective Violence
As their lives and sense of well-being were endangered by the constant threat of
impending death, the participants’ meaning of health was one of constant suffering with the
instability and imbalances of living with collective violence. Such an imbalance and instability
shaped their experience of “health” as a destabilizing one; an experience in which escape
becomes the only way to preserve their life. For MP, instability came about after their home had
been destroyed; she was then separated from her parents and was running away alone at 8 years
of age, following her neighbours. She described her experience as follows:
"Health can be peace of mind psychologically, emotionally...So that's how I
describe health. Mentally am I healthy? Physically am I healthy? Emotionally...
so before I came to Canada, my health situation or experience of what health is, I
will describe was not 100%. "
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For Jack being healthy meant: "Being physically and emotionally stable and before I came here,
that's what I lacked." Martha described her health as constant suffering amidst the destabilizing
context of collective violence. In the following excerpt, she illustrates her experience of constant
suffering:
"You suffer every day, every moment. Every moment, it was every day, it was
every month, but it gets worse and worse, it gets you know, every moment. You
know like, I feel like sometimes I can’t do anything. In the morning, I felt weak,
like sick. I couldn't clean my house, like do the things that I have to do every day.
I have kids and taking care of them I couldn't do. Even cooking for them you
know, the simple things, I couldn't do that because this is what I felt. You know,
even if I try, I try..."
In the poem Chain o f Days, Nader (2007) provides a narrative in which the speaker,
Edgar Kupfer-Koberwitz describes ‘“the everyday life’ in the concentration universe”:
Chain o f Days
And each and every day is gray and triste
and each and every day creeps on the days slip by like water through a sieve,
stealing themselves away like a sad thief,
hardly a remnant of sense remains for us. .. .Every day makes us more dull and weary,
feelings wither away in our hearts one just feels: has the stomach had enough,
does one have the strength to endure today,
and we take brutality for a joke. -
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This poem describes the feelings that arise in one’s lived body as a result of suffering every day.
Sadness, lack of strength and crippled feelings within oneself arise. In terms of lived time, the
day’s progression is perceived as very slow in the view of the narrator. Water is used as the life
giving essence of the universe, which is unable to transfer its abilities to the victim’s lived body
at the present time. Here, health is one of constant suffering as one is deprived in mind, body
and spirit of life sustaining needs.
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As a result of collective violence, the participants have attributed different meanings to
their health. For MP and Jack their meaning of health is established in relation to a temporal
landscape. These participants highlight that in their past, before coming to Canada, they lacked
emotional and psychological stability, their health was not 100%. In this, the meaning of health
was compared to their previous lived experience of collective violence and their current lives in
Canada. On the other hand, Martha characterizes her experience with depression, which was her
state of health pre migration. She experienced her lived body as being powerless and incapable
of undertaking normal activities of daily living, such as cleaning her house and taking care of her
children and cooking. Even when she wanted to lift herself up, she felt that her lived body was
unable to perform its normal daily tasks. Lived time with these meanings of health seemed to be
a prolonged experience from the perspective of these participants.
Health in the Shadow of Trauma: The Inception of the Cancerous Cell
Among the participants, there are various events that had elicited trauma in their lives.
For some it was the fear caused by the uncertainties of what life will hold the next day, fear of
being taken away, of being killed and of being raped. For others, it was the powerlessness that
resulted from victimization or the threat of it. Peter expressed that the uncertainty of not
knowing what could happen to one’s lived body at any moment made him “very nervous and
anxious". Martha’s trauma came about due to the fear surrounding the possibility of losing her
children:
"Every moment, every morning you go to work, you drop your kids at school, you
don't know if you will come back to them and see them after school or not,
because you see, no , nothing..."
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This perpetual fear, sense of powerlessness, and loss of life created stress, depression and
trauma in the lives of these individuals, a lived experience where by lived time seemed to be
stuck in the past and the present with unforeseeable hopes of a better future. On many occasions,
Martha mentioned that she experienced both stress and depression. Her stress usually came
about when she felt as if she was incapable and lacked the power to get her family out of this
situation and due to a constant fear of death. In this, the lived body feels that it is unable to
undertake its embodied role, for Martha it is the role of motherhood. As a mother, she was
expected to be able to protect her children; however the experience of collective violence made
this duty of the lived body unachievable, thus creating feelings of trauma in her.
For Jack he described his experience as follows:
"It is trauma that we have experienced, the trauma associated with being in danger
or the fear of being killed by the opposing ethnic group. We were civilians, but
the conflicts between the two ethnicities were armed ones and I was not armed.
One could have been a victim while the two were fighting against each other on
the streets. You could have ended up being killed by accident, this is what
traumatized us."
In Jack’s lifeworld, he experienced his lived body as an unwanted entity in the space within
which it lived. And this gave room for the likelihood of becoming a victim. On the other hand,
physical abuse and victimization was the source of Jane’s trauma:
"I was attacked in my home by the rebels that came looking for my husband.
That day my husband wasn't home, he had a research meeting and when they
came they asked me where my husband was. They were especially on a search
for intellectuals. At that point they didn't find my husband in the house...after they
had not found him they burned me. My forearms, in both arms, they attacked me
so that I could reveal to them where my husband went. At that point I wasn't
going to tell them where my husband was because I knew that once found, they
would kill him. So it hurts, I was burned on both of my forearms... it's the attack I
got and my house got looted. I was really, really traumatized. And now I’m left
with big scars."
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Though Jane recalls the events that led to her victimization as being in the past, the
memory of it continues into the present and her future as her lived body carries the scars. As for
Paul, sexual abuse, physical abuse, as well as loss were the triggers of his trauma and mental
distress.
"They made me a slave, my wife was raped by them and myself I was sodomized
and taken victim and captive for three months in a forest. I became a sexual
slave. Every vagabond that wanted to know how to engage in sexual activity with
another man practiced on me. Before taking me to the forest, they cut my left leg
open with a knife as I had refused to give them the money I had in my house. So
when I arrived, they dropped me in a pit that they had dug 20 metres deep. This is
where they threw away cadavers. They placed me inside on top of decomposing
bodies, which had decomposing things coming out of them and a foul odour.”
Paul’s experience of being raped in his home and being placed in a pit foil of cadavers, on whom
he lived and breathed, allows us to reflect on his lived space in those moments. Lived space
where he felt small, powerless, and imprisoned and where home no longer offered its intended
comfort and security. Again, in the poem Chain o f Days, Nader (2007) writes of an inmate’s
relation with the lived space offered by “love” and “home”, however in the midst of these violent
crimes, there is a lost touch with such a lived place. The victims cannot come to grips with the
affective feeling of being “home”.
Chain o f Days
.. .We merely keep saying: “our love -our home” But it does not ring true, the echo is out,
We no longer feel desire.

In Paul’s story, the security of his home becomes non-existent as a result of it being
invaded by the rebels. He is then forced into the open space of a pit where he has no choice but
to smell, breathe, taste and step on the image of death. After enduring all this, he was now left
with the mental distress caused by loss, as he explained:
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“I was traumatized. No wife, no child. I had a lot of children and I now found
myself all alone. I had a family, it's no longer there, it's over. I had possessions
that I had accumulated by my own strength...nothing. I had built a house by my
own sweat, a modernised house built with durable material. Six months after its
completion it was destroyed. You see what it does? So I was traumatized.”
Though he had been liberated from the rebels and the threat of being killed, he now found
**•

himself as a lonesome lived body stripped away of the communality he shared with his wife,
children and extended family. Not only did Paul feel lost and naked, but he also became
mentally disturbed as a result of this lack of human relations with his loved ones during these
hard times.
For MP, the youngest study participant, her experience of trauma began in her early childhood:
"I was 8 years old, so that was the beginning I would say, really of mental
problem, you know, trauma. Not having parents, seeing people being killed. I
was mentally disturbed because it has been a consistent situation, what I saw as a
little girl and I grew up always from the age of 8 to 19 seeing this you know, just
re-seeing. People dying, always no improvement at all! For sure, there was no
improvement. People who have lost completely, their parents, their sisters, they
are killed right in front of them, but there was nothing to be done. They just have
to suffer there, this trauma. So that kind of life, obviously has something to do
with you know, low emotion, you know. People are miserable, you don't grow up
with the freedom and here we are talking about young children you know.
Teenagers who are you know, growing up supposed to be happy, interacting, they
are supposed to feel their mind healthy but no...”
In MP’s perspective, her lived time is one of prolonged, ever present traumatic experiences she
was constantly exposed to and the lack of human relations with parental figures that framed the
degree of the trauma she experienced. The time at which these events took place is highly
significant as it was from her childhood to her early adulthood. She mentioned that her personal
identity continues to suffer as a result of having experienced collective violence at such critical
times in her life.
In the lives of those who have experienced collective violence, the meaning of health is
overshadowed by their traumatic experiences lived in and through their bodies in time, space,
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and relations. The experience of trauma is usually something the individual is left to deal with
for the rest of their lives. I compare trauma to a cancerous cell being formed in a person’s body
which has the potential to metastasize to the rest of the body and eventually cause death.
Similarly to the experience of trauma, when not identified as an issue and left undealt with,
trauma has the potential to negatively impact the lives and well-being of victims of collective
violence for the rest of their existence.
Help Seeking as a Restricted Option
For different reasons, seeking help was a restricted option for these individuals
throughout their experiences with collective violence. The lack of an established and structured
health care system presented itself as a challenge for all the participants in their respective
countries of origin. Such health care systems were characterized as being unaffordable, lacking
sufficient and adequate medical equipment, and being untrustworthy due to the corruption that
was taking place. In this, participants found themselves alone, vulnerable, and unsupported as
there was simply nowhere to run to and no one to cry to for help, as MP explained:
"Like people who have spent 13, 14 years in the refugee life, there is nobody,
there is no one who has ever come forward and asked what happened. Nobody
asks you that question ever but that question alone saying 'what happened? What
exactly is happening? How do you feel? Can I help or do you need help?' would
have made a huge difference".
In the context of collective violence, MP’s embodied experience was disconnected from
the lived human relations offered by health care professionals and the community at large in this
time of need. Lacking such support systems presented her embodied experience as a lonesome
entity in the world. She was responsible for herself and had to get through life without the
encouragement and help of lived human relations with others.
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In terms of unaffordability, Jack described his lived space in Burundi as a place in which
the lack of finances resulted in help seeking roadblocks. In this, one’s financial worth was of
prime importance, specifically for the hope of survival and complete well-being. Jack described
the hurdles he had faced in this lived space:
*•

“There are roadblocks because the issue is, first of all financial. You first of all,
must have money. If you don't have money you are condemned to die. They
come to the patient suggesting unaffordable treatment, not corresponding to their
financial resources. So therefore you are condemned. It is very unfortunate.
When unable to pay medical expenses, patients are kept as prisoners in the
hospital. They do not let you go unless you find someone willing to help you to
pay these expenses. They treated us with scarce resources.”
From her experience, Jane further elaborated on financial limitations as it took place in DRC.
She explained that due to the lack of financial resources, the nurses are forced to take on a role
that is incongruent with their ethical training to provide care. In her own words, she expressed
the situation as follows:
"For health, when I was in Congo it was very difficult for people who did not
have money. If you get ill and go to the hospital, before the nurses receive you,
you must pay first. So if you don't have the exact money, you will not receive the
appropriate care. So if you don't have money, you are pretty much close to death.
People would simply run to little pharmacies to look for anti-inflammatory drugs
only to alleviate the pain but it's not really the appropriate drug needed to fight
their disease. Due to lack of money, it now became preferable to buy food with
the little that you had instead of going to the hospital and paying."

Concerning the lack of medical equipment, Jane further elaborated on the situation in
Kivu:
“It was very catastrophic there because before the war erupted, almost all the
hospitals and heavy machines were looted by the rebels.”

This situation provided them with a lived space that was constantly being destroyed and robbed
of its resources, thus restricting the availability of medical procedures within health care
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facilities. Similarly in Palestine, consistent with the unavailability of necessary healthcare
supplies, Peter noted that:
"Back home there were poor capabilities, pressure and the big demand on the
health care system. The system back home was collapsing. Sometimes they
couldn’t find clean syringes. Can you imagine that? Can you imagine the main
hospital does not have hydro? Sometimes they don't have the supplies for
generators, a lot of things, and a lot of problems. Can you imagine that? And still
there for 4 months, they didn't have anaesthesia and were doing some surgeries
without anaesthesia. Can you imagine?"
The unavailability of medical assistance in the midst of violence, victimization, and poor
sanitation presented itself as an extremely unfortunate and help seeking deterrent for these
participants. Essentially, their lived space in the midst of collective violence restricted the option
of help seeking as such a space did not allow for easy, voluntary, or a safe access to the health
services they were in need of.
Of all the participants, Paul is the one who had a very significant experience with the
effects of corruption within the medical setting in the refugee camp in which he lived in Northern
Uganda. As mentioned earlier, before moving to the refugee camp, Paul and his family lived in
the city of Kampala. While living in Kampala, he recalls that the UNHCR was encouraging
them to go to the refugee camps as they were promising to fully support them by taking care of
their health needs, putting their children in school and providing them with food and shelter.
However, these promises were nothing but deceit and lies. He explained that:
"Well my kids would get sick to the point where it was hard to find medication.
The few available medication, supplied for refugees, was being stolen by
Ugandan UNHCR hospital staff. They had opened up clinics and pharmacies in
their home villages, using the stolen medication, which was intended to be used as
treatment for refugees. As a result of this, people were dying like flies."
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As Paul became very critical of the medical expertise of the staff at the hospital in the
refugee camp at which they were placed, he explained that finding the means with which to get
treatment for himself and his family became an individual responsibility. On one particular
occasion, his extremely sick child was prescribed fever relief medication when what he needed
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was an anti-diarrheal drug. As a result of this, he decided that he would start purchasing
medication on his own at a Congolese pharmacy in Kampala where he had returned to work in
order to better provide for his family. Every time a child of his was sick, his wife would describe
the child’s symptoms to him over the phone and he would relate them to the local pharmacist in
Kampala, from where he would then purchase the medication and expedite it to his wife at the
refugee camp. In this account, Paul exemplified his embodied role of a father, one who places
the welfare of his family as a priority. He was aware of the responsibilities fatherhood placed on
his lived body, and thus he found the means by which he could best execute such duties.
The findings reveal that even in the midst of the turmoil from these difficult situations,
which presented life and health as under the constant threat of death, the participants found a
way to keep themselves and their loved ones safe by moving away from the lived space of
collective violence. During the interviews, although they were asked to describe what health
meant to them when living in their home countries, what emerged was an illustration of what
they faced during the experience of collective violence. In this, the meaning of health was one of
constant suffering while living with the instability and imbalances of collective violence. The
poem Seeking Refuge, written by Coomarasamy (1989), a Tamil Canadian woman, explains
one’s desire to flee and remove their lived body from the lived space of collective violence
provided by a country described as a “stateless state”.
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Seeking Refuge ...
I want to fly
but have no wings.
I want to build
a cosy nest - all my own
but do not have
even dried up sticks.
My life melts away
in dependence and obligation.
Every kind deed reminds me of my stateless state.
I seek refuge from being a refugee.
When one escapes death and finds oneself alive, then a lived space that offers the comfort
of “home” unlike that of collective violence is desired. For all the participants in this study, the
only escape from experiencing the uncertainties and instability of collective violence, expressed
by the loss of meaning and purpose to life, the loss of self, and limited access to unstructured
health care systems, was relocating to Canada.
Post Migration: The Meaning of Health and Help Seeking
Health as Freedom from the Constant Suffering of Collective Violence
Relocation has enabled the participants of this study to gain a sense of safety, relief, and
hope and it has made them stronger individuals. When they arrived in Canada, all the
participants in this study expressed that they felt as if their lived body had been renewed and
strengthened. The opportunity to resettle in a country that provided them with a peaceful and
stable environment with adequate food, shelter, and free health care services, gave them a sense
of freedom, safety and hope. Martha explained her experience of safety and hope as follows:
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"I think it's safe, because we weren't safe in our country, especially the last weeks
or the last months. This thing, it gave us more hope, you know to leave, for this
day to go outside, to get outside this country"
For MP, being in Canada has not only given her hope and peace but also a sense of relief and
freedom from the constant suffering she endured while in her home country. This has mostly
•»*

been framed by the availability of help, having people to turn to in times of need, and knowing
that there is a possible solution to her problem:
"When I got here, I saw everything different, personally my mind. Mentally, I got
a little bit of relief. You know, I don't think or I don't recall as often as I used to
when I was you know in a refugee camp. Because first you see the availability of
a lot of help. Right now, I will say health now means to me, there is peace of
mind, freedom, feeling free and I'm able to help myself. I feel healthy! I feel like
there is a solution to my problem. There is hope, that's for sure. I don't have a
tortured mind like before. There is always a solution, always help.”
Essentially, her migration to Canada opened the door for a new lived space, and a re-birth
of the lived body, a start from fresh, away from the constant fear and suffering of collective
violence. In this new life, she feels free and is hopeful for a future, especially in knowing that
whatever seemed like a perpetual problem in the past will and can be resolved in the present and
in the time to come. As MP noted, knowing that the needed help is available gave her a sense of
purpose, meaning, and value in life. She can engage in human relations with those who can help
her with problems (i.e. health care professionals).
Though the participants recognized that they are privileged to be in Canada as it has
given them a sense of life back, they continue to face challenges here. Nonetheless, having gone
through such ordeals in their countries of origin has made them stronger people and it has
allowed them to better appreciate life. They are essentially strengthened and empowered in
knowing that what was endured in the past lived time was much worse and less bearable than
their life in the present time. Martha explained that:
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“The good, opposite way for having a war in my country, it made me stronger
here. To live stronger here, because I lived in a bad situation there, bad you
know. Like now here I’m safe and I can do a lot of things. Now I know what life
means, like the value of living you know. Especially when you live here with the
beautiful things, good people, nice people, nice everything. Like here we are
blessed."
In Paul’s life, he has gained a sense of courage and strength in realizing that no one, other
than God, has the power to take his life. He sees himself as a survivor after being held captive in
a 20 metre pit for 48 hours, smelling and breathing decomposing cadavers, without food and
being tormented with the constant threat of death. He mentioned that it is because of divine help
that he was able to escape and regain his life back:
" That's why I'm telling you, if someone decides to take your life, if God has not
yet said so...no matter what he does, he won't be able to, he will not be able to.”
The experience of collective violence has enhanced Paul’s lived human relation with God
in the sense that he realizes that for him to still be alive and survive, there must have been a
supernatural force preserving his lived body from the eventuality of death. However, not
everyone who has experienced collective violence has an answer as to why they survived. In the
poem The blood is a nest, Agosin (1998) writes on the victim’s uncertainty on how survival
came about after experiencing collective violence.
The blood is a nest
The blood is a nest of feathers
adorning the nullity of the
sheets.
I survived.
I have no answers.
The questions stayed behind
in my flight.
Paradoxically, blood is portrayed as a lived space of protection in this poem, perhaps
having enabled the individual to survive in a death filled lived space. Though collective violence
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was a life deterring experience, it has provided the participants with a bench mark by which they
can assess their current lives in Canada. They are extremely appreciative and feel fortunate to be
in a place where they are relieved from constant suffering, where they are peaceful, are cared for,
and can have the hope of a better future.
Health as Living with the Invisible Wound of Trauma
For most, as mentioned by MP, those who live with trauma keep their pain and suffering
silent. For them, it is easier to ignore the pain and try to forget such unpleasant and torturous
events than to give them a voice. Thus, living with the invisible wound of trauma here in Canada
continues to shape the participants’ meaning of health.
All the women included in this study affirmed that they continue to suffer from trauma;
however among the men, none explicitly mentioned that they are currently dealing with the
effects of trauma. Jane, Martha, and MP mentioned that they do not think they can ever forget
these experiences in their daily lives. The perpetual trauma of collective violence, experienced
in the past lived time, carried itself over into these women’s present time and they can see it
continuing to play a role in their lives in the future. Therefore, trauma experienced as a result of
collective violence has the potential to continue to be lived throughout an individual’s life.
Agosin’s (1998) poem More Than Peace illustrates a previous lived time, in which the memories
of collective violence and the resulting trauma were not present. Peace and joy are identified as
aspects of lived time that can be re-experienced in the future, however the memories of trauma
cannot be separated from the future.
More Than Peace
More than peace
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or joy
I ask for a pillow
of autumn
leaves
in order to rest
among the shadows
to invent soltices
of many colors
transform myself in that smooth
mantle of dry leaves
yellow
everlasting.
I want neither names
nor tombs
for my deaths
nor to share cemeteries
with bones
gone astray
just give me
my pillow
of leaves
just let me
go back to my
forests.

Jane highlighted that her ability to forget and let go of the pain will only be achieved
once she has fully forgiven her oppressors, however till this day, she has not yet found it in
herself to fully forgive:
"For now I am ok, but when I recall what happened, it's as if someone was
stabbing my heart. My forgiveness is better than before, but I do not think that it
will come to completeness.”
Jane’s experience characterizes itself within the lived human relation between herself and her
oppressors. Not being able to let go of the negative connection they shared in the past hasn’t
enabled her to fully forgive them for their abominable acts towards her. She would need to fully
disconnect her lived bodily experiences in relation to that of her oppressors’ in order to liberate
herself from the bitterness she still experiences. Agosin’s (1998) poem An Apology, provides us
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with an account of what the lived body of the persecuted experiences towards their oppressors.
In this case, the oppressor is a whole state.
An Apology
.. .1 demand an apology
however small it may be,
but listen closely now;
I lost what I was.
I no longer and
nor will be.
All that I had
faded away like smoke
like mist,
and here I am each day,
marked by the scars of memory,
fragile and alone.
The memories of victimization remain as irremovable scars in the complete temporal
landscape of the affected. Even though victims see that what was lost can never be regained, the
smallest apology has the potential to alleviate the felt embodied trauma in the future. Martha
mentioned that, in comparison to her husband, the memories of specific events are still very
vivid in her mind:
\

“I don't know, but for me, I couldn't forget this situation that we lived through.
And even now that we're here, you know, the things that I had before we
left...sometimes I can feel it because I remember this day, these days or these
moments that I had, especially me."

In Martha’s case, the lived time of collective violence continues to be experienced in the present
time. Disconnecting her body from the past time is something she still struggles with. As a
result, the past trauma is continuing to have a negative impact on her present lived time. She also
mentioned that when she sees the events taking place in her home country on the television, such
images take her back to her previous experience of collective violence. In the case of Jews who
immigrated to El Salvador where they were exposed to war, they described their present
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experience that took them back to their previous one in concentration camps. In her poem
written for Eva Asher, Agosin (1998) narrates the poem El Salvador.
El Salvador
Eva says that
She is a Jew from El Salvador,
that there are only sixty Jews in
El Salvador.
They also have left
because the smell of smoke in
El Salvador is
like the smoke in Treblinka.
You don’t want to think
about a garden of the dead
because that would be like returning
to Auschwitz.
As you can see,
history returns
in the memory of
the living,
who are the guardians
of the dead...

Through this account, the meaning of the smell of smoke in and through Eva’s body,
eliciting certain traumatic events, can be deeply felt. Such a portrayal brings us back to the lived
reality of the phenomena in which trauma is a felt concern. The writer embraces the idea that the
memories engraved by collective violence can only be erased through death of the body. This is
similar to Martha’s felt trauma even as she is physically no longer living in that time period.
Among all the participants, MP seemed to be the one battling with more than trauma and
depression. First, just like the others, after experiencing such trauma, the events leading up to
this were constantly revisited in her mind. For MP, breaking the cycle of trauma is something
she has been left to battle with:
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“There your mind is tortured all the time, that's what I call tortured mind, your
mind is tortured all the time. Right now here, you know I am happy, first of all
mentally, I'm a different person you know. So then, I just look back, ok, I think
of the whole journey, how it is just difficult. Kind of like on and off, so I saw the
whole thing. That's like a cycle that I am going through. And I was like maybe I
can get help or something. If I talk about it, because I never talked about it, I
never talked about it.”

Secondly, her experiences vary from everyone else’s in that she had been exposed to
traumatic events very early in her life, before she was old enough to develop her own identity
and sense of self, and for the longest length of time -11 years. Not only was she an orphan who
was left to battle with life on her own, she is now a single mother of a 15 month old boy who
requires 24 hour medical assistance. MP feels as though she has always been alone in her life
and she continues to feel this loneliness to this day.
In her own words, she expressed that:
“I'm just alone, I'm always feeling alone, even after today. This I cannot deny,
I'm always feeling alone. From the day I arrived here, I was always feeling alone,
you know alone family wise. I don't know I tried, there are people around me,
there are always services, there is always help that I get, but I always, always feel
it. Feeling alone is very, very overwhelming. Considering that I came here by
myself. I had to start life by myself and everything, when I was 19. Everything
by myself, everything...I was always, it's always me..."
In MP’s case, the lack of having significant communality with loved ones in her life
presents itself as a health deterring issue, reinforcing her experience with trauma she has been
exposed to for most of her life. In a poem, Kupfer-Koberwitz (Nader, 2007) explains how the
loneliness is sparked as a result of experiencing collective violence.

Chain o f Days
.. .And when all these days have run their course,
then will he who withstands its all,
rise up lonely and still, a tree in the wind,
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a total stranger to the world, an orphan,
who shyly one hurries past. Because outside no one will understand us,
nobody will recognize why
we look so differently on the world,
why the paths we take are so different:
our soul was crippled, twisted. The days have stolen our “yesterday”
and the days take away our “today” once upon a time we believed others,
had respect for a graying head
and were capable of true joy. We will then say: “The world is stupid,
it cannot understand us anymore.”
We shall not ask: how come, why? -we
shall be alone and just because of that
go more deeply into loneliness.
The narrator of this poem suggests that the uniqueness of the experience of collective
violence makes him believe that no one will be able to understand him outside of such a lived
space. Such disconnection with other lived bodies renders him as a lonely entity in the world. As
explained by MP earlier, loneliness became a part of her lifeworld because of the uniqueness of
her experience at a very young age. For her, the memories of trust in humanity and joy are gone.
Instead, what has remained more clearly in her mind is the experience of collective violence and
the loneliness she has suffered in the past and continues to experience at the present time.
Though the Canadian environment and lifestyle, that is the participants’ current lived
space, offers them freedom from the constant suffering of collective violence, what remains is
the invisible wound of trauma. Living with the invisible wound of trauma brings them back to
their previous experience of collective violence, an experience mostly marked by suffering, fear,
depression, anxiety, and loss.
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Help Seeking Options as Imperfect but Fair
In their current lives in Canada, although most of the participants don’t think that the
health care system is perfect, they acknowledge that it is good and fair. Peter and Jack highly
value the fact that here in Canada there are many options available for obtaining health care
services. Jack expressed that:
"They are not discouraged, they do not tell you that they can't do it. They give
you different medications so as to know whether or not you will have
improvements."

Receiving free health care is a privilege that all the participants were not granted in their
home countries. Having such an advantage here in Canada provides the participants with the
evidence that they now live in a country with a government that cares for the needs of its
population and that takes responsibility for the health care of its individual citizens.
Additionally, the system’s fairness makes them feel valued as human beings. As said by Jack:
"Health care here in this country is very stable. Whether you are poor or rich,
they require nothing from us. As a refugee, I receive free medical assistance,
even for specialized services. They allow you to have access to all levels of
care...and this is the opposite of what we experienced back home. Services here
are just; it's on a first come, first served basis. When you arrive, you are treated
correctly, without being asked anything, without being asked your ethnicity or
your race. Here you are simply given priority on the basis that you are a human
being."
A responsible government that provides access to health care made the participants feel
valued and respected as members of Canadian society. The experience of such communality with
government officials and health care providers enhanced both the participants’ sense of purpose
in life and trust, as they saw their best interests being placed in the foreground. Needless to say,
for the majority of participants, this was not enough of a motivator for them to seek help and/or
receive suggestions to seek help.
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Uncovering the Wound & Seeking Help
Although there is available help in Canada, the majority of participants didn’t seek the
help they needed. For Peter and his wife Martha, her previous work experience as a social
worker enabled them to know that they must seek psychological help for the past trauma that
they continued to deal with, even after migrating to Canada. However, the journey was not the
same for all the participants as they did not always recognize that they were in need of help.
In MP’s case, although she had realized that she needed to talk with someone concerning
what she was experiencing, such insight was simply not enough for MP to execute this action in
order to come to terms with her emotional trauma. The process of working through the trauma
was much more complex. She explained that she sought the needed help only when the
emotional pain became unbearable. MP tried to fight or avoid her inner feelings for a long time.
She felt that she could resolve the issue on her own and defeat the pain. Therefore, when it was
suggested to her that she should see a psychologist, MP declined the offer. She desperately
attempted to defeat it on her on, as she explained:
"I was not afraid, but I wouldn't say the word afraid but I would use another
word....to defeat it on my own. It just happened, I don't want to deal with it, I
don't want to see that, I wanted it to go away."

Counselling services became a part of her life only when she judged herself ready and
found someone she could trust with her life story. The healing process for those who have
experienced collective violence begins with recognizing that one must uncover what has been
deeply rooted in them. In another account, Nader (2007) reproduces a narrative from the
concentration camp, Karl Schnog’s Naked Testimony.
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Naked Testimony
I was so deep in misery.
I seemed lost, debased, soiled.
Persecuted was I, and tortured.
Only after I say what I saw,
Only after I write what happened,
Will I be cleansed of the dirt.
The wound implanted in one’s lived body by collective violence, which this poem
identifies as dirt, can only be cleansed from one’s body when exposed in the context of a lived
human relation with another either through speech or in writing. The experience of trauma is
equated to one’s lived body becoming one with the soil, sharing a communality with something
that lacks honour, being pounded to the ground. One’s naked testimony consists of removing the
dirt from such soil (the land of collective violence) on one’s lived body, which is an opening up
of oneself, thus allowing others to clearly see the deeply rooted dirt that has been hidden within
oneself. This poem shows that the action to be undertaken has yet to be executed as it is
envisioned to take place in the future. Thus, even though the victims/survivors know they must
uncover their wound in order to begin the healing process, it is something they do when an
adequate lived relation is established with another, through the continuum of time.
Trust becomes a huge issue for these individuals to open themselves up to a health care
professional in order to be helped. For most of the participants, the lived human relation they
experienced with health care providers back home was usually of mistrust. In order to enable
refugees to uncover the ‘dirt’ of collective violence and the ongoing trauma of those experiences,
this important aspect of their lives pre and post migration to Canada must be taken into
consideration by health care professionals.
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Proposed Changes to the Health Care System
Within the Canadian health care system, the participants of this study suggested a few
changes that could promote the health of refugees who have experienced collective violence and
the sequellae of trauma post migration.
Jack and Peter mentioned that for them, professional interpretation services should be
implemented in hospitals. Jack described the interpretation services he received in the past as
inadequate and unprofessional since he felt as though his concerns were not being precisely
communicated to the physician. Concerning this he says:
"Refugees, you know, they have problems, first of all with interpretation. They
speak different languages so there must be an interpret through family doctors as
well as in emergency services. I am certain that many patients are misinterpreted
because they don't know how to express themselves. Lack of being understood is
a source of discouragement and displeasure. According to me, you are
discouraged because you feel that going to see the doctor has no effect and you
see it as a potential source of medical errors."
Participants called for a well-established and structured mental health program for refugees
within the health care system. In this study, some of the participants acknowledged that it was
difficult at first to open up and share their traumatic experiences with others. Particularly, in this
study I noticed that before beginning the interview process, some participants spent a great deal
of time becoming familiar with me by asking many questions in order to make sure they were
ready to tell their story.
To date only Jack and MP are currently receiving mental health services from two
different community agencies. None of the participants mentioned diagnosis of any mental
disorder, rather they simply explained the symptoms they experienced back then and continue to
experience now. Peter and Martha explained their disappointment with psychological care here
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in Canada as they were constantly faced with bills. They found that the emphasis was placed on
refugees to generate an income as supposed to being helped as patients. In his view, Peter
strongly believes that for victims of collective violence, emphasis must be placed on the
psychological aspect of things:
"I think there should be a lot of focus on the psychological part, because a lot of
problems are coming from psychological things rather than... I am not saying that
there are no physical troubles, no for sure, maybe I did not have a really bad
experience of being injured or losing anything. I was, I had a lot of effects, not
dying effects like in my heart or physical. But a lot of people who are even
injured they will have a lot of psychological consequences, social consequences.”

As highlighted by Peter earlier, people coming from war tom places are mostly in need of
help with their mental well-being. However, with the associated stigma and the complexities of
their troubles, people find it hard to seek the required help. Peter confirmed that talking about
one’s traumatic experiences and help seeking in this population may be a social act that is
frowned upon:
"As I heard an expression here, they were saying, ‘it's easier to speak about a
broken leg than speaking about broken heart’. So, it's very difficult, there's a lot
of fear...you know. Like this fear if people were in a way having people helping
them to get rid of...not all fear at least to ease this fear."
MP found that community-based services were more readily available and accessible
than hospital-based psychological treatment. She believes that mental health programs for
refugees should be structured around the health care system and not just in the community. She
expressed that:
"I think healthcare, real healthcare should, I think handle this, because other
people who are really, you know, suffering from trauma, a real trauma that needs
treatment, real treatment, you know, that needs a type of therapy, in health care,
not only in the community, because sometimes the community services thing,
counselling and all this, only basically also goes by certain situation...but
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healthcare should contribute to a refugee who has experienced collective violence
in wars, like let's say former child soldiers who come as refugees."
Some participants felt that, currently, there is not a well-established and structured
hospital-based mental health assistance service for refugees who have experienced collective
violence in their home country. With the existing stigma around seeking mental health care,
awareness of such programs and services should be promoted amongst this population. In
addition, a community outreach approach should be available. The participants are both victims
because of their suffering and survivors because they were able to escape death and seek refuge
in Canada. It is very difficult for these individuals to seek help on their own and prolonged
suffering can create a great deal of damage in their lives. Jack and Peter both emphasized that the
implementation of proficient interpretation services within the Canadian health care system is
also a necessity as it will increase and improve help seeking among refugees. By taking such
actions, Peter noted that the health care system will not only save a great deal of money, but that
future problems will be avoided as people will be less reluctant to seek and receive help.
In conclusion, the participants’ meanings of health, pre and post migration, have been
profoundly affected by their experience of collective violence in their countries of origin. Post
migration, the biggest struggle remains being able to come to terms with their deeply covered
trauma and to seek the appropriate help.
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CHAPTER FIVE: DISCUSSION AND CONCLUSION
Promoting Health and Help Seeking Behaviours among Victims of Collective Violence
The eight themes that emerged from the analysis of the participant’s life experiences
offer a visible spectrum of the concerns surrounding their lives, meaning of health, and help
seeking behaviours both pre and post migration. Prominently, the invisible wound of the trauma
from collective violence carried itself into their future. Therefore, when planning and
implementing health and medical services for such a population, trauma from collective violence
must be accounted for in order to allow for a health care system that fully and successfully
promotes their health and well-being post migration. With better health outcomes, refugees who
have experienced collective violence will be enabled to undergo a successful resettlement
experience and, as a result, the quality of their lives, and of those around them, will be greatly
improved.
The Social Determinants of Health
As previously introduced, health is defined in terms of a person’s state of physical, mental,
and social well-being, and not merely the absence of disease or infirmity (World Health
Organization (WHO), 1948, p.100). The WHO posits that there are many factors that determine
the health of individuals and communities (Wilkinson & Marmot, 2003). Among these are their
social, economic, and physical environments and their personal individual characteristics and
behaviours. A population’s health is determined by the contexts in which they live, including
income and social status, level of education, physical environment, social support networks,
genetics, early life, gender, and the health services available to them. More often than not,
individuals are unlikely to directly control many if not most of the determinants of their health.
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General Implications of the Findings
Health and help seeking behaviours in relation to refugees who have experienced
collective violence has not been extensively explored internationally in research. As one of the
first Canadian studies conducted with the intent to understand the meaning of health and help
seeking behaviours of refugees who have experienced collective violence in their countries of
origin, the results of this study do not only pave the way in Canadian health care settings but
also internationally. Similar to the findings of studies previously reviewed (De Haene et al.,
2010; Mollica et al, 1999; Shwar-Nielsen et al., 2009; Steel et al., 2009; Toar et al., 2009),
encompassing an array of issues experienced within collective violence, the psychological
dimension is the aspect of health that the participants of this study asserted as the most deserving
of attention. Post migration, the health of refugees who have experienced collective violence
continues to be impacted by the cycle of re-experiencing the trauma brought upon by the
experience of collective violence. Although previous studies have attributed the diagnosis of
PSTD to these individuals (De Haene et al., 2010; Mollica et al, 1999; Shwar-Nielsen et al.,
2009; Steel et al., 2009; Toar et al., 2009), the participants of this study talked about the
experience of suffering from trauma rather than focusing on a possible diagnosis of PTSD.
Concerning health care service delivery, the findings of this study have supported the
recommendations of studies such as Heptinstall et al. (2004) in that a broad understanding of the
range of issues impacting the health and help seeking behaviours of refugees needs to be
attained. Such awareness has the potential to equip health care professionals to help empower
patients in improving their health and foster resilience in their present and future lives. For
example, within this population, coming to a realization that they require psychological help can

take a very long time, as seen among the study participants. Watters (2001) suggests that
refugees are more likely to seek help with the social and economic aspects of their situation as
opposed to the psychological aspects. Within the following sections and their respective sub
sections, I will be discussing the implications of these research findings in regards to health
policy, health practice, health research and health education which I believe will be necessary in
improving health outcomes and help seeking behaviours within the refugee population.
Role of Health Policy
The findings of this study reveal that there is a need for more government action and
involvement towards the planning and funding of mental health programs to suit the needs of
refugees who have experienced collective violence. Though the Canadian government presently
funds agencies that provide resettlement assistance to newcomers, such as ACFO and London
Cross Cultural Learner Centre (CCLC), a more structured and well-established center needs to be
implemented and supported.
Existing Mental Health Services
Currently in Ontario, there is one major centre that offers mental health services
specifically designed for victims of torture: the Canadian Centre for Victims of Torture (CCVT)
located in the city of Toronto. The CCVT is a non-profit organization, funded primarily by the
federal, provincial and municipal governments, mandated to help “survivors in overcoming the
lasting effects of torture and war” (CCVT, 2011, p. 1). Their mental health programs consist of
four distinct service types. The first is counselling, which focuses on empowering clients to
successfully rebuild their lives. In order to accomplish this goal, settlement counsellors adopt
listening and empathetic skills in order to foster a trusting relationship in which the clients can
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fully express themselves. The second mental health service is support groups, in which survivors
of similar backgrounds, experiences, and problems come together to share the issues associated
with their adaptation to Canadian society. Available to the group is a bilingual staff member and
a volunteer doctor. The third mental health service type, a crisis intervention program, was
established to support clients facing suicidal ideation as a result of their previous traumatic
experiences and the struggles they face here in Canada. Lastly, the center has a program known
as coordinated professionals, linking survivors with a network of professionals such as doctors,
lawyers, social service workers and volunteers. This allows for a reciprocal referral system
between CCVT and medical, legal, and social assistance services. This permits CCVT to
provide, for example, a clients’ medical record if requested by their lawyer to support a refugee
claim before the Immigration and Refugee Board, and helps alleviate the clients from the stress
associated with undertaking such endeavors.
Establishing Equitable Access to Mental Health Services
Though the CCVT has been able to assist more than 14 000 survivors from 136 different
\

countries over the years, it only serves clients living in the Greater Toronto Area (GTA). As for
possible clients not living in the GTA, such as the participants of this study, they do not have
access to such a specialized centre. In London, Ontario, ACFO as well as the London CCLC
offer counseling services for victims of war, however there is a need for specialized mental
health services within such centers, served by a variety of professionals with the aim to enable
victims of collective violence to cope with and heal from trauma. Therefore, there is a call for
government funding for various sites of the CCVT in other Canadian cities. As a first initiative,
this could be implemented through more specialized mental health services within the already
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existing community centers in order to provide equal opportunity and access to these services
amongst refugees living outside of Toronto.
In addition to having a well-structured center established, participants also call for
professional interpretation services within hospitals. At the present time, participants have noted
that they have not come into contact with well-trained and professional interpreters in hospitals.
In some cases, it has served as a help seeking deterrent as refugees feel that their needs will not
be effectively translated to the health care professional. An initiative to ensure interpretation
services, especially in French, within hospitals would require government intervention and
funding. This will not only benefit refugees but also our health care system as the risk of
medical errors will be reduced, health literacy will be enhanced, and better help seeking
outcomes will be enabled (Ku & Flores, 2005). With a healthier refugee population, economic
expenditures of the health care system will be reduced (Jacobs, Shepard, Suaya, & Stone, 2004).
Role of Health Care Practitioners
In light of the findings of this study, there are many implications that health care
practitioners must take into consideration. These include, but are not limited to, health
promoters such as health care program planners, physicians, nurses, occupational therapists,
counsellors, and social workers. First and foremost, it is essential for health practitioners to
know what the needs of this population are, especially due to the difficulties these individuals
have in expressing their needs. It is known that this population places a huge reliance on the
expertise of health care professionals (Strijk, van Meijel, & Gamel, 2010). And thus,
practitioners must know how to effectively deal with such a population in order to provide them
with tailored recommendations. With the mistrust most of the participants have faced in relation

to health care professionals and the health care system in general in their countries of origin,
practitioners must understand that their recommendations may be challenged or not followed by
their refugee patients.
Fostering Trust through Patience & Empathy
Secondly, the results of this study show that, in health promotion program planning, it is
highly important for practitioners to be patient and empathetic with their refugee patients.
Particularly, before beginning the interview process with one of the participants, it took about an
hour before we could start as she wanted to fully understand what the research entailed and to
make sure she was fully ready to disclose her story. Moreover, practitioners must be willing to
listen attentively to the stories their patients have to tell them. Only in knowing such stories can
they effectively assess individual patients’ needs. Patience must also be applied when requiring
the patient to adhere to a certain prescription. As found in this study, these individuals need time
to come to terms with what they are experiencing and recognize it as a deterrent to their current
health. That being said, practitioners should be aware of both the patient’s agenda, which may
be expressed by an avoidance of the topic of interest, and of their own individual agendas as
practitioners. The main goal for practitioners should be to patiently seek to enable their patients
to understand what they are going through and how it may be influencing their lives currently
and in the time to come.
Embodiment and Embodied Engagement
Though often overlooked it is essential that practitioners adopt an embodied nature of
care delivery with patients who have experienced collective violence and the associated trauma
(Whitfield, 2004). Benner (2000) describes the embodied engagement of a care giver with the
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patient as a practice that enables the patient to be liberated and strengthened as a result of the
care giver’s embodied caring practices. As coined by Merleau Ponty (1962), embodiment refers
to the central way humans experience the world through their bodies in relation to time, space
and their relationships with others. That is, the patient’s bodily responses that cannot be
articulated or explained with words such as crying, silence or pace of speech. The concept of
embodiment does not pertain to the body as a physiological entity, but rather as it is subjectively
experienced by the embodied being (Merleau-Ponty, 1962), possessing an embodied
consciousness (Benner, 2000).
As indicated by the findings of this study, victims of collective violence continue to battle
with the embodied experiences of trauma, depression, anxiety, fear and loneliness in their current
lives despite the fact that they are no longer living in their home country. By recognizing the
characteristics of their patients’ embodied experience, such as closed body language and slow
paced speech, in relation to their past and present lives, health practitioners will be better
equipped to not only comfort and empower such a vulnerable population but also to ensure that
their future holds the possibility for embodied healing. Particularly, such an approach will better
enable patients to not only be in tune with their embodied responses in relation to their past and
present life experience, but to also grasp the deeper meanings of such embodiment.
Furthermore, embodied engagement is again a crucially important component of the
health care professional’s relationship with the patient in that both parties are enabled to use their
entire selves (rational, emotional, aesthetic, physical, and philosophical) in order to understand
and make meaning of the world and their experiences (Gadow, 1999; Ray, 2006). For example,
the sadness, the numbness or the heaviness in the chest that may be felt during their interaction

85

with a patient. Adopting such an approach will also enable practitioners to be aware of their
embodied sensations in response to their patients’ traumatic situation, thus allowing them to
draw from them meaning and significance with regards to “their professional life, personal life,
the overall nature of life itself, and the significance it held for the client and family” (Ray, 2006,
•»

P-110).

Empowerment through Hope for the Future
In addition, health care practitioners should enable their patients to foresee the hope of a
better future, a time in which they will be able to surpass their mental agony and distress.
Essentially, this will give them more hope, and thus facilitate the healing process. Hope for a
better future should also be considered in the context of refugees who have not yet been granted
asylum in Canada. Though such a case was not encountered in this study, it still deserves some
attention. Refugees who have sought asylum and are awaiting a decision to be granted the
refugee status may be facing additional stressors such as the fear of being deported back to where
they originally experienced collective violence. Such a fear may play a huge role in their past,
current and future meaning of health and help seeking behaviours.
Regarding refugees who have experienced collective violence, one of the approaches that
warrant consideration is enabling patients to develop ways by which they can foster forgiveness.
As identified by some of the study participants, forgiveness towards their oppressors is
something they have not yet been able to fully attain. Interventions aimed at forgiveness have
been proven to increase feelings of hope and improve health resilience as a result of the
decreased anxiety and depression in the lives of those who have been victimized (Freedman &
Enright, 1996; Hebl & Enright, 1993; Worthington & Scherer, 2004). Worthington et al. (2004)
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suggest that when engaging in forgiveness, the persecuted or the victim frees themselves from
feelings of resentment, bitterness, hostility, hatred, anger and fear, as well as the ill memories
associated with the wrong doings they have incurred. Thus, forgiveness can induce positive
psychosomatic effects in the individual’s life by freeing him or her from feelings of stress and
depression.
Though forgiveness, as explained above, can be an effective method for helping patients
heal from their distress and hope for a better future, it may not be an attainable approach for all.
For example, in the case of victims whose perpetrators may still be inflicting violent crimes upon
their other family members in their countries of origin, forgiving such criminals may be an
unreachable endeavour. As seen in this study, Jane and Martha do not think they could ever
completely forgive their perpetrators, however they believe that having gone through such
ordeals have made them stronger individuals. Thus, another approach that deems valuable
consideration is enabling patients to accept the experience of collective as not only a negative
experience but also a meaningful one, an experience from which they can draw valuable
\
meaning in order to better impact their current and future lives. In doing so, as suggested by
Strijk et al. (2010), health care providers should promote the engagement of refugees in
meaningful daytime activities such as volunteering, joining fitness groups or enrolling in a class
of interest, in order to reduce loneliness and enlarge their social landscape.
Socio-cultural Sensitivity & Gender Differences
Lastly, in providing care to those who have experienced collective violence, sociocultural
sensitivity to their experiences and gender differences must be accounted for. Though these
victims of collective violence share many similarities in terms of their experiences, it is
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important not to overgeneralize their needs as each one of them still has distinct needs and
experiences. As argued by Watters (2001), these patients should not all be attributed Western
psychiatric categories, such as being placed under the umbrella and diagnosis of PTSD. Instead,
the previous and current social, political, and economic dimensions of their lives should be
accounted for. When they were in their home countries, these dimensions may have included the
fear they faced of losing their lives, the constant suffering, the trauma, the inability for them to
seek help, and having a health care system that did not serve their best interest. Here in Canada,
these dimensions may be reactivated by the previously experienced trauma, the loneliness of not
having family members around, being financially dependent, the stress surrounding refugee
claims, and not knowing what they need and not being able to fully express themselves in the
English language here in Canada.
In terms of gender, males and females refugees who have experienced collective violence
should be understood and dealt with differently in health care practice. The results of this study
showed that the females were more apt to acknowledge that they are still dealing with their past
trauma compared to the men. Though the men recognized that mental health services should be
given primary attention when dealing with refugees who have experienced collective violence in
their country of origin, they did not explicitly mention that they are still experiencing
traumatization and/ or related symptoms. One of the males of this study also mentioned the
existing stigmatization surrounding mental health help seeking. Culturally, from an African
perspective, the stigmatization of mental health help seeking for males could be explained due to
the fact that males are viewed as the more dominant and resistant gender, less likely to show or
speak about any emotional distress they may be facing. This finding supports prior research
revealing that expressiveness of psychological symptoms and mental health help seeking are
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often lower amongst males, in comparison to their female counterparts (Galdas, Cheater, &
Marshall, 2005; Gerritsen et al., 2006; Mo' ller-Leimku' hler, 2002). The processes involved in
men’s help seeking behaviours have not been adequately explained in research, however such a
delay in help seeking amongst men, in comparison to women, is highly attributed to ‘traditional
-»

masculine behaviour’ by which men are viewed as strong, independent beings (Galdas et al.,
2005). Low help seeking amongst men could also be attributed to differing coping mechanisms
between the two genders; in that women have been observed to be more likely to outwardly
express their symptoms (Galdas et al., 2005).
In closing, it should be noted that the assigned treatment to each individual refugee
should be tailored based on their experiences, needs, gender, and aspects of their socio-cultural
background. By using a tailored approach, I strongly believe that help seeking will be enhanced
as the stigma associated with mental health help seeking among this population would be greatly
reduced. Because refugees are apprehensive when approaching health care services, community
outreach should be a major component of these programs in order to enhance help seeking
behaviours. For example, immigrations officers should be trained to direct their clients,
originating from war-tom countries, towards community agencies and other health care services
offering support to refugees who have experienced collective violence. Outreach should also be
done by community agency staff who are insiders within cultural community groups via
organized workshops and/or the distribution of brochures. These avenues could enable refugees,
particularly new comers, to seek mental health care as they will be better informed on the
available assistance.
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Role of Health Research
When conducting research with refugees who have experienced collective violence in
their countries of origin, it is highly important for researchers to be culturally informed. From
my perspective, as an insider, there are many cultural principles I naturally applied throughout
the research process due to my cultural background; which shares similar characteristics with the
participants. As previously mentioned, constructivist phenomenological research must be
conducted within a trusting relationship in order to enable the participants to freely express
themselves. In this research, the use of gate keepers as an initial step to forge trust with the
participants was a successful method. Researchers must also keep in mind that it takes time to
build trust. Prior to beginning the interview, it was observed that participants took some time to
ask questions about myself and the research. Therefore, researchers must make themselves
available to accommodate participants who might require more time to ask questions and get
familiar with the researcher throughout the interview process.
With such deeply personal and touching stories to be told, I found my one on one
interaction with participants as the best data collection method, as supposed to focus group
interviews, since it gave the participants the assurance that their stories would remain
confidential. Moreover, the one on one interview process was also valuable because it revealed
itself to be of therapeutic nature for some of the participants in this study. Future research with
refugees who have experienced collective violence in their countries of origin should focus on
trust and patience on the part of the researcher, throughout the one on one interview process, in
order to allow participants to feel protected and at ease.
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Role of Health Professional Education
In the context of this discussion, health professional education is defined in terms of
curricula built to increase expertise and competency among health care professionals, as well as
those established for health professionals in training within schools of health studies. Essentially,
incorporating the findings of this study, as well as other studies completed in the contexts of
other countries (Bhatia & Wallace, 2007; Ehnholt & Yuke, 2006; Eisenman, Gelberg, Liu &
Shapiro, 2003; Gordon & Gonzalez, 1998) in health professional education and health studies
curricula will ensure that current and future health care professionals will be better prepared to
work with this population.
Centre for Refugee Studies
In Ontario, there is a centre that focuses on refugee studies, supporting teaching and
research about the refugee population. However, this encompasses refugee studies in its broader
aspect, including displacement as a result of persecution, expulsion, violence, and violation of
fundamental human rights (Centre for Refugee Studies [CRS], 2011). Though health is an aspect
that arises in the midst of these topics, a clear focus is placed on policy development and practice
innovation. I would suggest that including research and education around health and help seeking
behaviours of the refugee population within the proposed centre as previously discussed would
be beneficial to the health sciences profession.
Strategies for Dissemination of Findings
Another strategy for general health education to be employed would be to disseminate the
findings of this study amongst members of the refugee population and the health sciences
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professions. First and foremost, as the main source of the research data, the informants were
made aware of the findings of the study via a one page summary and if they chose to discuss it in
person, a mutually convenient meeting was arranged. The informant’s contact information was
gathered after their interview and the researcher contacted them at an appropriate time. Six
months after the completion of the study, the participants’ contact information will be destroyed.
Secondly, the community agencies from which the participants were chosen and others, such as
the London Cross-Cultural Learner Center (CCLC), will be made aware of the findings of the
study so that they may adjust or improve their current programmes and services to better serve
refugees. This will be done through an organized presentation. Scholarly presentations and
poster presentations will be delivered at scientific conferences. A meeting will also be arranged
with policy makers within the community such as the Mayor of the City of London, and
appropriate measures will be taken to disseminate the findings to the Provincial and Federal
Ministers of Health. Lastly, peer-reviewed scientific journals accepting papers on studies
relating to refugees’ health such as the Canadian Journal of Nursing Research (CJNR) and the
Journal of Refugee Studies and the grey literature will be consulted regarding the submission of
articles for publication.
Research Significance and Future Directions
Strengths of the Study
The strengths of the study rest upon, firstly, the newly generated understanding from a
Canadian perspective of the health and help seeking behaviours of refugees who have
experienced collective violence in their home countries. Such newly derived knowledge, framed
by the participants’ lived experience, is likely to enhance health service delivery among health
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care professionals, and in turn facilitate the development of sensitive and suitable practice
guidelines concerning refugees’ health and their help seeking behaviours. Moreover, policy
makers and government authorities may also be influenced by the study findings and this may
assist them to facilitate a health care system that supports a health promoting settlement
experience for newcomers. An invaluable interest among health sciences researchers may also
be sparked, not only regionally, but also on a global scale, allowing for the creation of a wider
scope of knowledge and practices. Last but not least, my position as an insider, bilingual
researcher added to the richness and diversity of the data obtained in this study. The procedures
outlined in the data collection and analysis sections could play the role of setting somewhat of a
standard for bilingual research. With better provision of health care services, awareness, and
capacity building, post-migratory health outcomes may be improved through enhanced health
services and help seeking behaviours among refugees who have experienced collective violence.
Limitations of the Study
Though I am under the impression that this study was successful at capturing the lived
experiences of the participants as shown in previous sections, there are a few limitations that
must be taken into consideration. With a small purposive sample taken only from one region of
the country, the meaning of health and help seeking behaviours from the perspective of other
refugee populations who have experienced collective violence may not have been captured. For
example, the experiences of collective violence in Asian and South American countries were not
obtained due to the lack of participants from such areas. However, for many years Columbia has
been among the top nations of origin of refugees immigrating to Canada (Canadian Council for
Refugees [CCR], 2011). Similarly, experiences with the Canadian health care system may
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widely vary provincially, and nationally, especially in regards to the availability of established
health care services. Therefore, taking into consideration the life stories from refugees
originating from various other nations may add a deeper understanding of the lived experience of
collective violence that may have not been captured in this study.
Moreover, the findings of this study did not account for the views of refugees awaiting an
asylum claim decision. Therefore, when applying these findings with asylum seekers, caution
must be used as there may be other factors of health and help seeking that this study was unable
to reveal. The nature of qualitative research does not allow for generalization of the research
findings to the broader refugee populations. Thus, this research is limited in the sense that the
obtained results cannot be used as standard guidelines when dealing with the refugee population.
Lastly, selection bias might have also been a factor in this study due to the recruitment strategy.
Essentially, the study aimed at recruiting refugees who were already receiving counselling from
an established agency in order to prevent possible re-traumatization.
Implications for Future Research

N

Within the Canadian context, this study leads the way for future studies involving
refugees who have experienced collective violence in their countries of origin. The obtained
findings reveal that there is still a lot of work to be done in order to fully understand and promote
the health of this population as they resettle into the Canadian lifestyle and culture. Future work
in this area needs to evaluate the presence of psychological comorbidity among refugees who
have experienced collective violence. In this, appropriate measures taking into account the
experiences of these individuals and their cultural contexts must be developed and used in order
to obtain accurate results. In addition, peer-based counselling services should be planned and
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evaluated in order to investigate if they will improve help seeking behaviours by eliminating
some of the stigma concerning mental health care within this population. The relationship
between level of psychological impairment and coping mechanisms during the post-migratory
period should also be investigated. Lastly, there is a need for more studies with a more diverse
sample exploring other aspects of these individuals’ lives and lived experiences.
As an interpretive phenomenologist, I believe that there are many interpretations that may
have been obtained from the findings of this study. With only six participants, there were many
issues that arose concerning the meaning of health and help seeking behaviours of refugees who
have experienced collective violence in their home countries. Therefore, I would suggest that a
secondary analysis of the data and findings of this research be undertaken to obtain more
comprehensive perspectives and to fully mine this rich source of knowledge to better understand
and promote the health of this population and enhance their help seeking behaviours in Canada.
Conclusion
\

Conducting this study has been both a life changing and scholarly enriching experience
for me. Personally, I have gained a different perspective on the world and an enriched meaning
to life. Listening to my participants’ stories enabled me to be very thankful for the life that I
have here in Canada. I came to realize how, throughout my twelve years in Canada, I had easily
forgotten how being alive to see the next day, being granted the chance to wake up and see the
sun shine again, used to be my biggest wish. I am grateful for having been given the opportunity
to conduct this study as it has reinforced my perception on life as a precious gift that must be
cherished. Additionally, this research has also sparked my interest to continue on my doctoral

95

studies in this area and to find ways by which I could work with refugees living in developing
countries around the globe.
The findings obtained from such a unique phenomenological analysis have offered a
rich yet beginning understanding of the various pre-migratory and post-migratory aspects of
health and help seeking behaviours among refugees living in Canada who have experienced
collective violence in their home countries. Pre-migration, the participants’ meaning of health
and help seeking behaviours were influenced by health being under the constant threat of death
and constant suffering due to the instability and imbalances of collective violence. As a result,
the experience of trauma overshadowed the participants’ health and, amongst many things, the
lack financial means and infrastructure restricted their help seeking options. Post-migration,
health was seen as freedom from the constant suffering instilled by collective violence. The
experienced trauma was seen to have placed an internal wound within these individuals, even
though they had relocated to a safer country. In terms of help seeking in Canada, due to the
universality and accessibility of the health care system, help seeking options were seen as
imperfect but fair. The participants’ lives continues to be largely influenced by the experience of
trauma and recognizing that one needs to uncover this wound within them and seek the
appropriate assistance can be a lengthy process.
Through the outlined implications in this research, it is my hope that, primarily, these
implications with respect to health policy, health care practice, and health education be applied in
various health care disciplines in order to fully promote the health of refugees who have been
victimized by collective violence. By putting these recommendations into practice, I believe that
these individuals will be empowered to be more in tune with factors influencing their health and
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to seek help when needed. Being among one of the first studies done with such a diverse and
complex population, it is also my hope that this study sparks interest among Canadian
researchers to further explore the various aspects of health and help seeking behaviours among
the refugee population in Canada.
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Appendix A

The Meaning of Health and Help Seeking Behaviours among
Refugees who have experienced Collective Violence in their
Countries of Origin: A Canadian Perspective

Refugees of war and/or genocide are being invited to
participate in a study in which it’s your TIME to:
• Have a say about what health means to you.
• Talk about, the steps you took when in need of
health care services in your home country and
that you take now as a refugee in Canada.
• Participate in a research study through a one
time interview, done at your convenience, by a
University of Western Ontario Masters student
in Health and Rehabilitation Sciences.
For more information, please contact the principal
investigator- Gracia Mabaya by telephone or by e
mail
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Appendice A

La Santé et les Méthodes de Recours à l’aide Parmi les
Réfugiés qui ont vécu la Violence Collective dans leurs Pays
d’origine: Une Perspective Canadienne
9-

Les réfugiés de guerre et/ou de génocide sont invités à
participé à une étude dans laquelle vous aurez
l’OCCASION de :
• Vous exprimer sur ce que la santé signifie pour vous.
• Parler des mesures que vous preniez dans votre pays
d’origine et celles que vous prenez maintenant
lorsque vous avez besoin de services de santé.
• Participer dans une étude de recherche au moyen
d’une entrevue, fait à votre confort, par une étudiante
en Sciences de la Santé et de la Réadaptation à
l’Université de Western Ontario.

Pour plus d’information, veuillez contacter
l’enquêtrice principale- Gracia Mabaya par téléphone
ou par courriel

Wes
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Appendix B
Letter of Information (for potential participants)
The Meaning of Health and Help Seeking Behaviours among Refugees who have
experienced Collective Violence in their Countries of Origin: A Canadian Perspective
You are being invited to participate in a study exploring the meaning of health, that is what it
means to be in "a state of complete physical, mental and social well-being and not merely the
absence of disease or infirmity" (WHO, 1986), and how health care services are sought as well
as overall experiences with the health care system among refugees living in Canada who have
experienced collective violence (i.e. war and/or genocide). Volunteers are needed to participate
in this study, being conducted by a University of Western Ontario Masters student in Health and
Rehabilitation Sciences in the Health Promotion field. The purpose of this letter is to provide you
with information to make an informed decision on participating in this research. In other words,
this letter contains information to help you decide whether or not to participate in this study.
Please take the time to read this carefully. Feel free to ask questions if anything is unclear or if
there are words or phrases that you do not understand. This letter is yours to keep.
Description of Study
This study is about understanding the meaning of health and help seeking behaviours among
refugees in Canada who have experienced collective violence in their home country. This will be
addressed through the following objectives:
•

•

To engage in a one on one interview with refugees in Canada who have experienced
collective violence, in order to develop an in-depth understanding of the meaning of
health and help-seeking behaviours among them.
To identify the role the experience of collective violence has played in shaping their
meaning of health and help seeking behaviours.

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
Telephone: 519-661-2111* Fax: 519-432-7367* www.uwo.ca
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To identify the role the Canadian health care system has played in shaping their
experiences.
To identify suggestions for improvements in order to develop targeted health services that
will better cater to their needs.
To increase knowledge about refugees’ health and help seeking behaviours in order to
support better informed policies, investment decision making and provision of services.

Inclusion Criteria
In order to participate in this study, the following is expected:
•
•
•
•
•
•

One must be a refugee who has experienced collective violence in their country of origin
and is now living in Canada.
These men and women must be between the ages of 25-70.
They are required to have had first-hand experience with war or genocide in their mid
teens to adulthood (by the time they were at least 15 years old).
They must have been living in Canada for a minimum of 3 years, in order to ensure they
have had adequate experiences with health care services in Canada.
They must fluently speak either English or French
Exceptions will be made for participants speaking only Lingala, a dialect spoken in the
Democratic Republic of Congo (DRC), as the principal investigator is fluent in this
dialect.

Examples of questions could include
What is the meaning of health and help seeking among refugees living in Canada who have
experienced collective violence? Please describe your meaning of health before arriving in
Canada? What does health mean to you in your current situation? Please describe your
experiences of help seeking within the Canadian Health Care System? What are your
suggestions for improving help seeking within the Canadian health care system?
Each interview will take approximately 1-1 Vi hours to complete. A sample of 4 to 6 refugee men
and women, in a close to equal ratio, will be sought for this study from London and Toronto.

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
Telephone: 519-661-2111* Fax: 519-432-7367* www.uwo.ca
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Procedure
Recruitment for this study will be done by agency staff, who will approach and distribute flyers
to those they think, might qualify for the study. The interview will be as soon as possible after
you have made the decision to participate and have contacted the primary investigator. The
individual interviews will take place at a location of your choice. For example, this could include
a shelter, park or coffee shop. Participation in this study is voluntary. You may refuse to
participate, refuse to answer any questions or withdraw from the study at any time with no effect
on your future care. It will not involve any additional costs to you. If you are participating in
another study at this time, please inform us right away to determine if it is appropriate for you to
participate in our research.
Risks
There are no major risks associated with your participation in this study, other than the
possibility to re-live/experience traumatizing experiences. Therefore, if required, follow up
counselling service will be arranged with your respective counsellor to ensure that your needs are
cared for.
Benefits
One of the many advantages of the study include the enhanced understanding it may bring to the
health care sciences, which may in turn ensure for sensitive practice guidelines concerning
refugees’ health and their help seeking behaviours. Additionally, policy makers and government
authorities will be provided with information that may help them evaluate whether or not our
system supports a health promoting settlement experience for newcomers. \
Confidentiality
As a participant of this study, your confidentiality will be fully protected. Interviews will be
recorded and transcribed. The collected hard copy data and recordings will be transferred

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
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immediately to the project supervisor’s office in the School of Nursing at the University of
Western Ontario. This information will then be locked in a secured area accessible only to the
research team (the Masters student, the project supervisor and the two research committee
members).
No information that discloses your identity will be released or published. The data from the
interviews will only be seen by the research team and possibly a certified translator and will be
kept on a password-protected computer with no personal identifying details at the School of
Nursing. The certified translator will be required to sign a confidentiality agreement so as to
insure full protection of the clients’ confidentiality. A master list will be used with identifying
information and will be kept separately from the data. Participants’ names will not be included in
the study in reference to their narratives, instead they will be asked to choose pseudonyms. The
list of identifiers will be destroyed once data collection is complete. However, data with no
identifying information will be retained for further analysis in the future. If you would like to
receive a copy of the overall results of this study and/or wish to discuss the results with the
investigator, please advise the interviewer.
Representatives of The University of Western Ontario Health Sciences Research Ethics Board
may contact you or require access to your study-related records to monitor the conduct of the
research.
Voluntary Participation
Participation in this study is voluntary. You may refuse to participate, refuse to answer any
questions or withdraw from the study at any time. You do not waive any legal rights by signing
the consent form.
If you have any questions you may direct them to the principal investigator or the project
supervisor below:

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
Telephone: 519-661-2111« Fax: 519-432-7367« www.uwo.ca
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Gracia Mabaya
M Sc. Candidate
Health & Rehabilitation Sciences/ Health Promotion Field
The University Of Western Ontario
6505 Beattie Street
London, Ontario N6P 1T9

OR
Dr. Susan L Ray
RN,PhD,CNS/APN
Assistant Professor/Associate Scientist
MN-NP Liaison
School of Nursing, University of Western Ontario/Lawson Health Research Institute
1151 Richmond Street, HSA 32
London, Ontario, Canada, N6A 3K7

If you have any questions about your rights as a research participant or the conduct of the study
you may contact the Office of Research Ethics at (519) 661-3036 or by email at ethics@uwo.ca.

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
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Vi un

Appendix C
The Meaning of Health and Help Seeking Behaviours among Refugees who have experienced
Collective Violence in their Countries of Origin: A Canadian Perspective
(Participant)

Consent Form
I have read the Letter of Information, have had the nature o f the study explained to me, and I agree to
participate in this study. All questions have been fully answered to my satisfaction.

Name (Print):

_________________________________________

Signature:

Date:
Name of Person Responsible for Obtaining Informed Consent (Print):

Signature of Person Responsible for Obtaining Informed Consent:

Date

The University of Western Ontario
Faculty of Health Sciences • Health & Rehabilitation Sciences/Health Promotion Field
Elborn College • London, Ontario • CANADA - N6A 5B9
Telephone: 519-661-2111* Fax: 519-432-7367* www.uwo.ca
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Appendix D
Demographics
1. Gender:
Male

Female

Transgendered

Transsexual

2. Age range:
□25-34 □ 35-44 □ 45-54 D55-65 D65 -70
3.

Current marital status:

Single/never married

Separated/Divorced

Widowed

Married/Common Law

Other (please specify):
4. What is your highest level of education?
Grade School

High school

Community College/University
5. Number of children:

Other (please specify):
_________________________

6. Country of Origin:

_______________________________

7. Cultural ethnicity:

_______________________________

8. Date of arrival in Canada: Yr

M____ D_____

9. Immigration status upon arrival to Canada:______________
10. Current immigration status: _________________________
11. Current employment status:
12. Sources of income:

________________________

Other (please specify):
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Appendix E
Semi-structured Interview Guide
The study being conducted will seek responses for the following primary research question:
What is the meaning of health and help seeking among refugees living in Canada who have
experienced collective violence in their countries of origin? Additional research questions are as
follows:
1. Please describe your meaning of health before arriving in Canada.
2. What does health mean to you in your current situation?
3. Please describe your experiences of help seeking within the Canadian Health Care System?
4. What are your suggestions for improving help seeking within the Canadian health care
system?

\
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Appendice E
Guide d’interview Semi-structuré
Cette étude cherche à répondre à la question suivante:
Que signifie la santé et quelles sont les méthodes de recours à l’aide parmi les réfugiés qui vivent
au Canada et qui ont vécu la violence collective dans leurs pays d’origine? Quelques questions
supplémentaires sont les suivantes:
1. Veuillez décrire ce que signifiait la santé pour vous avant votre arrivé au Canada.
2. Dans votre état actuel, que signifie la santé pour vous?
3. Quels ont été vos expériences avec le système de santé Canadien lorsque vous avez été dans
le besoin?
4. Quels sont vos suggestions pour améliorer le recours à l’aide dans le système de santé
Canadien?
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